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6620 West Broad Street, Suite 300
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1

toll-free in Virginia.
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• Benefits now available up to $500,000

• Non-Smoker Premium Discount

• 20% Benefit Bonus for one full year

OTHER BENEFITS

• Waiver of Premium • Guaranteed Conversion Privilege

• Coverage available for spouse and • Competitive Rates

dependent children

Underwritten by Life Insurance Company of North America

in Philadelphia PA, a CIGNA company.
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MBVTES
AIDS DEBATE TIED TO NEW REPORTING RULE

The opinions expressed by Medical Society of
Virginia members during the AIDS debate described
on pages 20-25 of this issue played a part
in a proposed revision of the State Health
Departments regulations on disease reporting.
A new, special section has been written to
say that physicians shall report to the Health
Department those patients who test positive
for HIV antibody when the doctors need help
in counseling these patients and tracking their
sexual contacts. The change in policy came
from the State Board of Health, which approved
it on an emergency basis; all it needs to become
effective is the governor’s signature.

The reporting/counseling/tracking of
test-positive patients was a major concern
during Reference Committee Two’s hearing at
the annual meeting on October 30. Physicians
reported severe difficulties in following up
on these patients and tracking their contacts.
It was suggested that the Health Department
perform this task, and at the House session
the next day the delegates adopted a resolution
endorsing that proposal. When the Board of
Health met on December 4, the House’s resolution
was cited to support the reporting change.

Asked to forecast for the board his
department’s response to such reporting.
Commissioner C.M.G. Buttery repeated what he
had said in Reference Committee Two's hearing,
that the department’s resources are limited,
but his proposed budget for 1988-1989 would
ask for increased funds and personnel. Meantime,
he told the board, the reports would be followed
up to ’’the best of our ability.’’

MORE AIDS DEBATE COMING UP AT GENERAL ASSEMBLY

AIDS-related legislation was introduced in
46 states in 1987 in a flood of public attention
and debate that was ’’virtually unprecedented
for a single issue,” according to the Legis-Letter
of the American College of Obstetricians and
Gynecologists, but relatively few bills were
enacted. Of the 30 legislatures that considered
laws requiring HIV antibody tests for all persons
applying for marriage licenses, only Illinois,
Louisiana, and Texas mandated such testing,
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the newsletter reports. Illinois' governor approved
17 separate AIDS measures passed by that state's
legislature. Among them was a measure requiring marriage
license applicants to present HIV antibody test certificates
from their physicians.

In a unique action, Utah lawmakers added AIDS
to an existing law prohibiting persons with syphilis
or gonorrhea from marrying, according to Legis-Letter .

and Rhode Island lawmakers approved a unique bill requiring
testing of newborns when there is a "high index of
medical suspicion that the child may have contracted
the HIV virus in utero or at birth."

In Virginia, the 60-day legislative session convening
this month will see "a rash of bills dealing with AIDS
legislation," predicts Allen C. Goolsby III, The Medical
Society of Virginia's counsel and lobbyist. He hopes,
he told Va Med, that "the Society, working with the
Virginia Hospital Association, will be able to bring
reasoned expertise to the General Assembly's consideration
of this highly emotional issue."

Early in the session, physicians are to make background
presentations on the subject at a joint meeting of
the House and Senate health committees, Goolsby said. He
expects that "the attention paid to the AIDS problem
at the Society's annual meeting will serve as a solid
foundation for dealing with the numerous bills that
are expected to address different aspects of this
controversial subject."

Surrogate motherhood is right in there with AIDS
as a hot legislative topic, the ACOG's newsletter reports,
and who knows but that it might surface this year in
Virginia's House and Senate. Measures on this subject
were considered by 28 jurisdictions in 1987, but only
two states passed laws: In Arkansas the legislature
voted to approve surrogate motherhood and regulate
it but the bill was vetoed by the governor, while Louisiana
became the first state to ban surrogate motherhood.

Ruminating for Va Med on the coming Virginia session,
Goolsby said he expects the governor's budget to include
entries that give special attention to such pressing
issues as funding for mental health care, and he hopes
there will be provisions for increasing physician
reimbursement for Medicaid services. Closely related
to budget considerations, he points out, are the
recommendations of a General Assembly study committee,
chaired by Sen. Clancy Holland, for improvements in
the state's plan for handling the deliveries of indigent
women. The committee proposes increased funding of
obstetrical services, for example, and expanding Medicaid
entitlement so that more women qualify for ob coverage.

As this issue of Va Med made its way into print,
Gov. Gerald L. Baliles was scrutinizing the report
of a commission he created late in 1986 to study Virginia's
cert ificate-of-need laws and recommend revisions. Goolsby
expects the General Assembly to give considerable attention
to those recommendations. The commission found, said
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its report, that the law " is no longer a viable
mechanism” for containing the costs of hospital
care but recommended that the law remain in effect
because deregulation ”may lead to problems of
access for the rural and inner-city populations." (The
reference to access opens the door to a subject
that crops up with persistent frequency in both
medical and lay media.) The report advocated exempting
a hospital’s purchase of advanced major medical
equipment , however

.

Another area of action: "There undoubtedly
will be a number of attempts by certain allied
health professionals at this session to broaden
the scope of practice or to become the beneficiaries
of mandated insurance coverage," Goolsby forecast. "The
physical therapists are expected to seek to have
the right to evaluate and treat without referral
and direction from a physician. We also have been
advised that psychiatric nurses will be asking
to be included among the providers entitled to
insist on direct payments from insurance carriers
and prepaid health plans. In addition, respiratory
therapists may seek licensure by the state.

Tort reform, however, may not be a major
issue this year.

"There is a clear sense," Goolsby explained,
"that the General Assembly devoted a tremendous
amount of time to the subject in its last session
and a breathing period is in order. There also
is a perception that the insurance markets are
improved over 1986." But, he cautions, "only time
will tell whether or not this perception is accurate."

JUA ASKS FOR RATE HIKE

The Joint Underwriting Association, established
in 1986 when PHI CO announced that it was abandoning
its medical liability policy-holders in Virginia,
has asked the State Corporation Commission
for a 10% rate increase. Some 350 physicians,
almost 200 of them in Northern Virginia, now
belong to the JUA. Because that membership
is not big enough to develop the requisite
experience for rate-making, the association’s
premiums are based on those of the St. Paul
Companies. St. Paul was recently granted a
rate increase of 15%.

The JUA’s rate-hike request stated that
there is no actuarial basis for adding 10%
to the St. Paul schedule, but "given the history
of associations in other states, it should
be noted that the 10% loading is an optimistic
assessment of the association’s eventual loss
experience." The 50% surcharge collected by
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the JUA during its first year for a stabilization
reserve is now set at 33%.

SOME MSV DUES GO DOWN, NONE GO UP

Statements for MSV dues for 1988 have gone
out to the membership. Nobody’s dues are higher
than last year; the tab for active MSV membership
remains the same at $300 (ditto the AMA @ $337). For
some members the dues are lower, i.e., physicians
in the first or second year of practice and
those 65-70 yo with ten-year membership histories.
The discounts vary according to category; enclosed
with your statement is an explanatory schedule. If
you haven’t already done so, send in your check
PRONTO. Repeat billings are costly.

SOME LICENSURE FEES GO UP, NONE GO DOWN

To cover a projected operating deficit for
1988-1990, the Virginia State Board of Medicine
proposed at its November meeting the following
licensure fees: license renewal (MD, DO, DC,
DPM, PhD, PT) to rise from $80 to $125; endorsement
licensure (MD, DO, DPM, DC) to advance from
$250 to $300; fee for the FLEX examination
to go from $500 to $550; physician’s assistant
license renewal up from $25 to $40; reinstatement
of lapsed license, no change @ $250. Public
hearings on the proposed schedule are to be
held early in the spring, then the governor
must approve. The Board hopes the new fees
become effective by July 1, 1988.

At the same meeting, the Board ratified an
agreement on the postoperative care of eye patients
negotiated by representatives of the Board
of Medicine and the State Board of Optometry.
In summary, says the policy, 1) optometrists
should not perform postop care for ophthalmolgic
patients; 2) the operating ophthalmologist
is responsible for management of postop care;
3) an optometrist can function in postsurgical
care only ”in an ancillary relationship to
an opthalmologist” (Section 54-274 of the Code
of Virginia). —a.G.

WATCH YOUR MAIL THIS MONTH for announcement of a new ser-
vice for Medical Society of Virginia members. You
will save money by tapping into a multi-state
pool of professional equipment/services . The
announcement will describe all the options and
tell you how to sign up.
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MEETINGS
February 5

Problems in the Management of Chronic Myocardial Ischemia

(Henrico Doctors’ Hospital), Richmond. Debra C. Isaacs,

(804) 289-4950.

February 8-11

1988 Scientific Assembly: Wound Management and Emergen-

cy Dermatology (Virginia Chapter, American College of

Emergency Physicians), Wintergreen. Gwen Messier Harry,

(804) 966-5966.

February 26-28

Annual Meeting and Scientific Program of the Virginia Chap-

ter, American Academy of Pediatrics, and the Virginia

Pediatric Society, Richmond. Gina Askew, (804) 643-8130.

March 7-10

Alton D. Brashear Postgraduate Course in Head/Neck Anato-

my (Medical College of Virginia/VCU), Richmond. 40 hrs.

credit. Hugo R. Seibel, PhD, (804) 786-9624.

March 11

Legal Medicine Seminar (Eastern Virginia Medical School),

Norfolk. CME Office, (804) 446-5242.

March 17-18

Imaging Living Brain Chemistry: Principles and Practice

(Johns Hopkins), Baltimore. 14 credit hrs. CME Office, (301)

955-6085.

March 28-29

Cerebral Palsy: Medical, Surgical and Therapeutic State of

the Art (Children’s Rehabilitation Center), Charlottesville.

Susan Frazier, (804) 924-0220.

April 8-9

4th Annual Symposium on Geriatric Medicine (Eastern Vir-

ginia Medical School), Williamsburg. CME Office, (804) 446-

5242.

April 11-16

Pediatric Trends 1988 (Johns Hopkins), Baltimore. 45 credit

hrs. Fee: $500. CME Office, (301) 955-6085.

April 20-23

Clinical Electrocardiography: Basic Concepts and Interpreta-

tion (Eastern Virginia Medical School), Crystal City/Wash-

ington DC. CME Office, (804) 446-5242.

April 22-24

23rd Annual Pediatric Springfest (Medical College of Virgin-

ia), Williamsburg. 11.5 hrs. credit. Office of CME, (804) 786-

0494.

RICHMOND ACADEMY OF MEDICINE
AUXILIARY FOUNDATION, INC.

SCIENCE MUSEUM of VIRGINIA
2500 West Broad Street

Richmond, Virginia

(off Exit 14 from Interstate 64/95)

February 4-7, 1988

THURSDAY:
Reception & Preview Sale

FRIDAY & SATURDAY
11 a.m.-8 p.m.

SUNDAY
12 noon-5 p.m.

$25.00 1 f i

" f

$ 4.00 JL
* *

$ 4.00

Loan Exhibit: Clocks from Herbert Taylor Tickets Mail to: 203 Ruggles Place, Richmond, VA 23229

For further information: 804-282-3991 or 288-7570
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Although AIDS was far and

away the most magnetic sub-

ject at The Medical Society of Vir-

ginia’s recent annual meeting, other

issues drew close attention. Some
submitted measures failed of affir-

mation, some were referred for fur-

ther study, some were filed. Most,

however, were adopted by the

House of Delegates, and those con-

clusive actions are here summarized

for your review.

The session was conducted on Oc-

tober 31 at the Homestead by Dr.

William H. Barney, Speaker, and

Dr. George E. Broman, Vice Speak-

er of the House.
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AIDS: Testing, Reporting, Treating

Five resolutions relating to ac-

quired immune deficiency syndrome
had been submitted, from the

Lynchburg Academy of Medicine,

Dr. Donald S. Thorn, the Richmond
Academy of Medicine, Dr. H. C.

Kuykendall, Dr. Charles M. Cara-

vati, Jr., and Dr. H. C. Alexander

III. They were concerned in the

main with mandatory HIV testing

for a wide range of populations and
with legislation related to mandatory
testing, including access to test re-

sults and quarantining “when neces-

sary” of HIV positive persons.

These resolutions were at some

Meeting
A report of the actions of the

House of Delegates

at The Medical Society of Virginia’s

recent annual meeting.

Photographs in this section by Werner Gattinger.

Words by Ann Gray.

The pictures on these and the next two pages were taken

during the AIDS debate in Reference Committee Two.



variance with five recommendations

submitted for consideration by the

Society’s Committee on AIDS. No
mention of sweeping mandatory
testing or of legislative action was
mentioned in these resolutions,

which followed the lead of the Sur-

geon General, the Centers for Dis-

ease Control, the American Medical

Association, and the American Hos-
pital Association.

The hall at the Homestead was
crowded for Reference Committee
Two’s hearing on October 30. Late-

comers borrowed chairs from ad-

joining rooms, stood, sat on the

floor. As the pictures in this section

illustrate, many in the audience rose

to debate.

Some advocated mandatory HIV
testing for all patients and health

care workers in hospitals. Some
urged that everyone applying for a

marriage license be tested, or that all

college students be tested, or all

obstetric patients. Pros and cons

were heard about testing military

personnel, and those in prisons. As
for those whose HIV antibody test

results are positive, it was argued,

all should be reported to the State

Department of Health for followup

and counseling.

Dr. Lisa G. Kaplowitz, represent-

ing the MSV Committee on AIDS,
voiced strong opposition to manda-
tory testing, citing primarily the un-

reliability of the available testing

method and the critical nature of

false results; it was better, she said,

simply to treat every patient as po-

tentially infectious. As for counsel-

ing everyone who tests positive in a

mandatory program, that would be

prohibitively expensive if not impos-

sible, Dr. Kaplowitz warned—al-

though, she stressed, skilled coun-

seling is indeed imperative in these

situations. This drew the heated re-

buttal from Dr. Caravati that the

decision should be made on an epi-

demiologic basis, not on economics.

For two hours opinions such as

these generated vigorous debate. Fi-

nally chairman Nicholas Colletti

called a halt, and he and his commit-

tee members spent a long afternoon

reshaping the resolutions. They also

agreed on endorsing for adoption the

five recommendations of the AIDS
Committee, praising them as “the

considered judgment of acknowl-

edged medial and epidemiological

experts in AIDS treatment and re-

search.’’

The next day in the House of

Delegates, the debate continued,

though not as stridently as before.

Finally, after amending the language

here and there, the delegates adopt-

ed the recommendations and the re-

vised resolutions. The recommenda-
tions as adopted:

1) that the Society oppose manda-
tory HIV antibody screening upon
admission to a hospital;

2) that the Society oppose routine

HIV antibody testing in conjunction

with the issuance of marriage li-

censes;

3) that the Society endorse HIV
antibody testing in prisons only

when ordered by a physician on a

case-by-case basis;

4) that the Society support the

safety measures and guidelines en-

dorsed by the Center for Disease

Control, the AMA, the American
Hospital Association, and the Sur-

geon General for all health care

workers coming into contact with

potentially HIV infected patients;

5) that the Society endorse guide-

lines for reporting those patients

who fit the current or future case

definition of AIDS and also those

with HIV antibodies confirmed by

current or subsequently approved

techniques.

The resolutions as adopted:

1) that The Medical Society of

Virginia endorse appropriate use of

screening tests for HIV antibody

and, when available and if proven a

valuable adjunctive test, that the So-

ciety also endorse the appropriate

use of the antigen detection test in

conjunction with the confirmatory

“western blot’’ method for detection

of antibody against HIV;

2) that The Medical Society of

Virginia endorse mandatory HIV
testing for the following: a) all do-

nors of human blood, organ or tis-

sue; b) all prospective immigrants to

the United States; c) all United
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Pictured on these two pages are, at

the podium upper left, Dr. Lisa G.

Kaplowitz, Richmond, representing

the MSV Committee on AIDS; behind

her is Dr. Richard J. Grayson, Jr.,

Roanoke, of Reference Committee

Two. On this page, the speakers are

Dr. Robert F. Lehman, Manassas,

upper right; Dr. Charles M. Cara-

vati, Jr., Richmond, middle left; Dr.

Charles J. Gueriera, Manassas, lower

right, and at extreme right, Dr. J.

Latane Ware, Richmond, above, and

Dr. Marvin N. Lougheed, Boones

Mill.

States military personnel;

3) that The Medical Society of

Virginia strongly urge voluntary

HIV testing for the following high

risk groups: a) all high risk candi-

dates for surgical procedures; b) all

health care workers who suffer acci-

dental needle stick exposure to

blood from an HIV infected patient

or who suffer splash exposure to a

mucous membrane (eye, mouth) or

open cut with blood or other poten-

tially infectious body fluids from in-

dividuals infected with HIV; c) all

prostitutes; d) all homosexuals or

bisexuals; e) all applicants for mar-

riage license who are in a high risk

category; f) all patients admitted to

hospitals who are in high risk catego-
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The Medical Society of Virginia’s officers for 1987-1988 gathered on the drive

in front of the Homestead for this picture following their election by the House
of Delegates. From left, Dr. Glenn B. Updike, Jr., President; Dr. J. Thomas
Hulvey, President Elect; Dr. George E. Broman, Vice Speaker; Dr. William
H. Barney, Speaker; Dr. John A. Owen, Jr., First Vice President; Dr. Donald
S. Thorn, Second Vice President; and Dr. Ronald K. Davis, Third Vice

President.

ries; g) all patients of clinics for drug

or alcohol rehabilitation, family

planning, birth control, or sexually

transmitted disease; h) the sexual

contacts of individuals who test pos-

itive for HIV antibody or who are in

high risk groups for HIV infection; i)

individuals who have shared needles

or received transfusions from those

known to be in high risk groups for

HIV infection or to be positive for

HIV antibody; and j) all individuals

in any other identified “high risk”

population.

4) that The Medical Society of

Virginia encourage all health care

professionals to recognize their ethi-

24 Virginia Medical, January 1988



cal obligation to care for patients

with HIV infection and to provide or

arrange for the counseling of such

patients as to the means of avoiding

transmission of the infection to other

individuals;

5) that The Medical Society of

Virginia encourage all health care

professionals to teach their patients,

whether in high risk groups or not,

and the public at large to avoid the

activities associated with acquisition

of HIV infection (indiscriminate or

anonymous sexual contact; sharing

the use of needles contaminated with

another’s blood);

6) that The Medical Society of

Virginia strongly encourage the Vir-

ginia General Assembly to enact ap-

propriate statutes to ensure the con-

fidentiality of records of patients

with HIV infection or AIDS

;

7) that The Medical Society of

Virginia support the efforts of the

Department of Health to obtain

funding for increased testing, coun-

seling and tracking in connection

with HIV infection.

Access to Care

The House adopted a resolution

from the Rural Health Committee

asking The Medical Society of Vir-

ginia to encourage physicians to con-

tinue to support the development

and maintenance of free clinics.

Adolescent Health

Dr. Norman R. Edwards intro-

duced this resolution from the Amer-
ican Medical Association: “Re-
solved, 1) that The Medical Society

of Virginia endorse the AMA Initia-

tive on Adolescent Health and 2)

that The Medical Society of Virginia

encourage component medical soci-

eties to foster and support preven-

tion, intervention and remedial pro-

grams that focus on the overall

health of adolescents and the target-

ed concerns identified in the AMA
Initiative”. The House followed the

reference committee’s recommenda-
tion to adopt.

Bylaws

Endorsed by Reference Commit-
tee Three was the recommendation

of the Bylaws Committee that the

membership of the Ethics Commit-
tee be increased to six members, one

of whom shall be a member of a

component student society. The stu-

dent member shall serve for one

year, Section 6, Article IX of the

bylaws would stipulate, the other

members three years. The delegates

voted to adopt.

Cancer Data

By adopting a resolution offered

by the Cancer Committee, the

House authorized endorsement by

The Medical Society of Virginia of a

population-based tumor registry to

be established within the State De-

partment of Health; it would require

mandatory reporting by Virginia

hospitals and selected laboratories.

Circumcision

The Virginia Urological Society

had submitted a resolution asking

that The Medical Society of Virginia

adopt as policy the statement that

“there is no medical justification for

routine circumcision of newborns”
and communicate this policy to all

hospitals and physicians in Virginia.

The report of the Child Health Com-
mittee supported the resolution.

After listening for a length of time

to highly divergent views on the res-

olution, Reference Committee One
recommended against its adoption.

In the House a substitute resolution

was presented by the framers of the

original measure; it asked The Medi-

cal Society of Virginia to take the

position that “if newborn circumci-

sion is performed, it be done only

after consultation between the phy-

sicians and the family and after ob-

taining an informed consent.” The
delegates adopted the substitute res-

olution, but they asked the Council

to review the subject.

Drug Dispensing

The Pharmacy Committee had

recommended reaffirmation of the

Society’s present position with re-

gard to physicians dispensing drugs,

and the House concurred, noting

that the Society’s position is in op-

position to routine dispensing of

drugs by physicians for profit. The
Virginia Code as presently written

takes the same position, and the

Society is opposed to altering it, said

the adopted resolution. The House’s

decision also fulfilled a recommen-
dation of the Legislative Committee

calling for a clear statement of the

Society’s position.

Chairman Colletti noted that Ref-

erence Committee Two had been

advised that the State Board of

Medicine would ask the 1988 Gener-

al Assembly to amend the existing

statute to prohibit dispensing by

physicians except in an emergency

or when pharmacy services are not

available, but the committee be-

lieved the proposed change to be so

inflexible that in some cases it might

adversely impact patient care.

Dues

No increase in dues for active

MSV membership in 1988 was the

good news of the Finance Commit-

tee, and on recommendation of the
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PRESIDENTIAL ADDRESS

High Road Taken, Hard Tasks Ahead

I
t is an honor and a privilege to address this House

as I complete my year as your President. I have

been active in this House of Delegates for many years,

and I am sure that no other medical organization

possesses a representative body more knowledgeable,

more dedicated, and more determined to preserve the

best health care system in the world. You have all

been of tremendous support to me in the past year.

In preparing my remarks to you today, I thought it

might be helpful to pause here in the present, take a

look at the past, and consider our course for the

future. And so, just where have we been in the past

year? First of all, I believe our successes in 1987 far

exceed our failures. I am proud to have served The

Medical Society of Virginia as its President, and I am
also proud of our accomplishments. These accom-

plishments are not mine alone. They are yours! None
of what we have done would have been possible

without the hard work and dedication of a great

number of people. This year I have had the constant

support of Council and the chairmen and members of

our numerous committees who have worked so hard

on issues of importance to the Society. We also have

several consultants without whom I could not have

solved the tasks that confronted me. Jim Moore and

his staff are the finest of any state medical society in

the country. You would have to have been in my shoes

this year to realize just how much they do for all of us.

And finally, there is one person in the audience today

who has been a constant source of inspiration to me. I

am referring to my wife, Claire. Her wit and charm
have been invaluable as I traveled around the state and

to other state medical society meetings, and she has

been most understanding of the frequent absences that

my duties required this year.

One of my main goals this year was to carry the

message of The Medical Society of Virginia to as many
physicians and component medical societies in the

state as I could. I promised to speak to every group

that would have me and actively sought an opportunity

to attend their meetings all across Virginia. As a result,

I addressed more than 25 component societies, spe-

cialty and student groups, and other organizations

Presented before the House of Delegates at the annual

meeting of The Medical Society of Virginia on October 29,

1987, at the Homestead.

where I preached the good works of The Medical

Society of Virginia and listened with an open mind to

the concerns of my colleagues in the Commonwealth. I

also attended the meetings of the District of Columbia,

Maryland, Kentucky, and West Virginia state socie-

ties. There I had an opportunity to learn of their

problems and how they were coping with them.

For the fifth year in a row, I attended both the

annual and interim meetings of the American Medical

Association where I saw the strength and the democra-

cy of our national organization—its concern for the

health and welfare of the American people and its

dedication to preserving a system of health care with a

physician-patient relationship based on caring and

trust rather than suspicion and fear. I was made even

more aware that this House acted wisely in 1985 when
it voted overwhelmingly to unify with the AMA.

Virginia has a strong and effective AMA delegation,

now numbering 20 delegates and alternates. Only eight

states have more delegates to the AMA than Virginia.

Last June two of our most respected members were

elevated to positions of highest distinction in the

AMA. Bill Hotchkiss was inaugurated as the 142nd

President of the American Medical Association, and

Mike Puzak, for many years the chairman of the

Virginia delegation to the AMA, was elected to the

prestigious AMA Council on Ethical and Judicial Af-

fairs. Virginia is proud of both of them!

This year we have also seen some definite improve-

ment in the area of governmental legislation and

regulation. At the beginning of my presidency, I

created the MSVRO Oversight Committee from the

MSVRO Study Group appointed by my predecessor,

Dr. Caravati. Under the able leadership of Dr. Will

Sipe, this committee has worked diligently to assure

that the federally-mandated activities of the MSVRO
are carried out fairly, and we have seen a definite

improvement in the PRO process in Virginia. I believe

this will continue.

In February, The Medical Society of Virginia had a

legislative visitation program at Fairfax Hospital for

the health legislative aids of the ten Virginia congress-

men and two senators. Our purpose was to give these

key people firsthand exposure to some of the current

problems in health care and to establish a better liaison

with them. It was well attended, and we received

numerous compliments on it.
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We have maintained a close liaison with the State

Board of Medicine and its legislative committee. We
have not agreed entirely on some of their proposals,

and we will continue to make our position known.

Our finest hours came during the 1987 session of the

Virginia General Assembly. The dues increase voted

by this House last year was wisely spent by Dr. Ron
Davis and his committee, and through the untiring

work of Ron’s committee, numerous staff members

and consultants, and doctors all across the state, we
achieved more in the way of tort reform than anyone

thought was possible. Most importantly, we saw the

passage of the Virginia Birth-Related Neurological

Injury Compensation Act, an entirely new concept in

dealing with a very serious problem in the area of

professional liability. As a result of that legislation,

obstetricians in Virginia are again able to obtain pro-

fessional liability insurance. We have already appoint-

ed a Task Force to look closely at the legislation and to

try to improve it.

And finally, as an example of the benefits to all

physicians in Virginia of the work of The Medical

Society of Virginia, we were instrumental in having St.

Paul’s 47% premium rate increase reduced to 15%.

That action alone saved more than 4,000 physicians

$10 million in professional liability premiums. That is a

remarkable achievement, and all the more reason why
every doctor in Virginia should belong to The Medical

Society of Virginia.

There are a number of other achievements in which

we can justly take pride. VaMPAC membership is now
at an all-time high. Virginia Medical continues to be

an award-winning publication and among the finest

state medical journals in the nation. Our newly-formed

Committee on AIDS has been very active and, with

the cooperation and assistance of the State Depart-

ment of Health, developed and distributed to every

physician in Virginia a very informative manual on

AIDS.

And now, where are we going? We cannot rest on

our laurels with regard to tort reform. The Medi-

cal Society of Virginia should work to improve the

Injured Infants Act in many ways—by seeking to

eliminate the $250 charge to non-obstetricians and to

press for recognition, through malpractice premium
reductions, for those obstetricians who participate in

the plan. We should continue to seek legislative

changes in other areas where the tort system still

shows abuses and inequities. We need a cap on non-

economic damages, elimination of the collateral

source rule, and the institution of structured payments
of awards. We must have these if physicians are to

continue to obtain affordable liability insurance.

The Medical Society of Virginia must also take a

strong stand in favor of legislation to obtain more

equitable reimbursement under the state’s Medicaid

program. Virginia does not obtain the services of

contractors and suppliers of goods and services at less

than one-third of their usual cost, but that is just what

it does with regard to physician services under Medic-

aid. This is wrong! In most instances, physicians

deliver these services at less than what it costs them.

Hardest hit are the primary care physicians, especially

pediatricians.

I urge our AIDS Committee to continue to be active

in developing further information to be disseminated

among physicians and citizens of the state, and to be

prepared to provide sensible advice as legislation and

regulation are considered in the area of this dreaded

disease. I feel confident that they will be successful.

The Long-Range Planning Committee has made
several recommendations with regard to our commit-

tee structure. They have proposed that the name and

function of some of the committees be changed to

better define the scope of the committee’s activities

and to enhance the benefits to the members of the

Society. I strongly endorse these recommendations.

And finally, as we look at the future we must be

concerned with membership and the financial status of

The Medical Society of Virginia. We have lost a

number of members in the last two years, about 1,200

at the latest count. I am not going to mince words.

Through discussions with physicians as I’ve traveled

around the state and from correspondence I have

received from many doctors, the major complaint is

unification with the American Medical Association. In

November 1985, by an overwhelming vote of more
than 90% of the delegates of this House, we unified

with the American Medical Association. I believed at

the time, and I still do, that a strong AMA is as vital to

our professional future as American physicians as a

strong MSV is to us as Virginia physicians. The
activities of the AMA and The Medical Society of

Virginia on our behalf do not overlap but rather

complement each other. There are some very major

problems facing American medicine today. I feel con-

fident that The Medical Society of Virginia can deal

effectively with those problems that are confined to

the Commonwealth of Virginia. The problems on a

national level are much more serious and more threat-

ening, and the AMA is the only voice we have that can

deal with those threats. We need a strong AMA and

we in Virginia should be proud to contribute to that

strength.

Let’s go on proudly as a unified state, and let's carry

the message to those non-members around the state,

showing them the many things that we do for them and

their patients. Let’s bring them back into The Medical

Society of Virginia, and let’s move forward together.

Richard L. Fields, President, 1986-1987,

The Medical Society of Virginia
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The Financial Scene: Sunny Side Up
To his address published in the preceding pages President Fields

appended some good news. At a meeting the week previously, he

related, the AMA’s Board of Trustees had adopted as policy a

Membership Incentive Program through which The Medical Society of

Virginia is scheduled to receive for 1987, $165,828; for 1988, $124,371;

for 1989, $82,914; and for 1990, $41,457. (Previously the AMA contrib-

uted $191,000 to the Society’s treasury.)

The AMA program is designed to help any or all of the six state

societies that have unified with the AMA since 1985; they are Virginia,

Iowa, Mississippi, Kansas, Delaware and Utah. Like Virginia, the last

three have experienced losses of membership; in Kansas, the state

society lost 15% of its members, but its House rejected a resolution to

deunify. The Iowa society, in contrast, has gained members since

unification, and the Mississippi society, which administers a compel-

ling insurance program, has retained its membership.

Later in the same session Finance Committee chairman Michael A.

Puzak presented the balanced budget for 1987-1988 (at right) and

announced that MSV dues would remain at $300. “We’re fortunate to

be in the mid-range of dues,” he observed, noting that in 23 states the

dues range from $350 to $615 per year.

Membership Committee, the House
voted to decrease annual dues for

certain membership categories, as

follows:

If you are an active or associate

member, have belonged to the Soci-

ety for ten or more years, are under

the age of 65 and are fully retired,

your dues are 20% of the standard

rate.

If you are an active or associate

member, have belonged to the Soci-

ety for ten or more years, are 65-70

years old and are still practicing,

your dues are 50% of the standard

rate.

If you are in the first year of

practice, your annual MSV dues are

reduced by 50%.

If you are in the second year of

practice, your annual MSV dues are

reduced by 25%.

Finances

The delegates adopted as submit-

ted by the Finance Committee the

budget proposed for 1987-1988—

a

balanced budget, Dr. Michael A. Pu-

zak, chairman, took pleasure in

pointing out, despite diminished rev-

enues and without raising dues.

Dr. Puzak took particular note of

the entries for liability tort reform

and insurance actuary. In 1987, he

reminded the House, “we alloted

$417,000 to liability tort reform and
Virginia became the leader—the

leader he emphasized, “in tort re-

form. Say what you will of the infant

injured act, it is a breakthrough in

legislation that has earned us the

respect of organized medicine all

over the country.” And “millions

and millions of dollars” were saved

Virginia physicians, Dr. Puzak
pointed out, when the investigation

of the Society’s insurance actuary

into St. Paul’s requested rate hike of

47% last year led to its reduction to

15%.

The budget for 1987-1988:

Salaries $470,000

Membership—printing, mailing 2,500

Stationery, supplies 18,000

Office equipment

—

repair, replace 10,500

Building—maintenance, repairs 48,000

Building—capital expense 5,000

Telephone 18,000

Postage 22,000

Convention expenses 40,000

Council, committee expenses 28,000

Travel expenses

AMA delegates 54,000

Executive Vice President

and staff 11,700

Expense/allowance

President 29,000

President Elect 3,000

Virginia Medical 122,500

Editor 2,400

Legal expense 110,000

Legislative expense 40,000

Walter Reed Commission 1,000

Auxiliary 7,000

Dues (affiliated organizations) 1,200

Newsletter 6,000

Continuing medical education 18,000

Physicians’ Health and

Effectiveness program 16,000

Miscellaneous 5,000

Computer operation,

maintenance 6,000

Auditor 8,000

Employee benefits

Retirement fund 110,000

Insurance 22,000

Payroll taxes 34,000

Consultants

Legislative, public relations 60,000

Insurance actuary 10,000

Special appropriations

AMA-ERF 1,000

Rural health 1,000

Scholarships

MCV, UVa, EVMS 3,000
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Student medical societies 10,500

Virginia Health Council 1,000

Hospital resident section 1,500

Insurance premiums 14,500

Professional liability and

tort reform 60,000

Other special appropriations 10,50°

rOTAL EXPENSES $1,441,800

From the Physicians Health and

Effectiveness Committee came the

recommendation that the committee

receive the benefit of any sums gen-

erated by the provision of manage-

ment services to other professional

groups. Reference Committee Three

suggested the House adopt and it did

so.

Acceding to a recommendation of

the Scholarship Committee, the del-

egates ordered Council to develop a

mechanism for funding and imple-

mentation of the Student Loan Pro-

gram.

Honors

Reference Committee One recom-

mended that the House award hon-

orary active MSV membership to

Dr. Richard L. Fields, President,

1986-1987, and the delegates did so,

rising to applaud Dr. Fields.

To Mrs. Ruth Hartley Dize, who
retired last year after 20 years as

executive director of the Norfolk

Academy of Medicine, the House
sent with good wishes and gratitude

a commendation for her “extensive

and valuable professional service.”

Impaired Drivers

The House pledged The Medical

Society of Virginia to support legis-

lation to provide immunity to physi-

cians who report to the Department

of Motor Vehicles patients whose
physical condition is not compatible

with safe driving. The recommenda-
tion came from the Highway Safety

Committee, with the observation

that “such legislation will encourage

the reporting of impaired drivers.”

Jails

Chairman Emerson D. Farley, Jr.,

reported that Reference Committee

One approved for adoption the Sher-

iffs Advisory Committee’s recom-

PUMRS-

mendation that it should make con-

tinuing efforts “to evaluate and

advise on proper health standards

and encourage their implementation

in regional jails throughout the

state.”

Medicaid

“Resolved, that The Medical So-

ciety of Virginia 1) support legisla-

tion which would direct that a com-

plete and thorough investigation be

made of the Medicaid system by the

General Assembly and 2) assist in

establishing mechanisms of commu-
nication and instruction between the

Virginia Medical Assistance pro-

At the Ciba-Geigy booth in the exhibit

hall, Dr. M. G. Martin, Hillsville,

listens to rep Jeffrey Miller.

gram and participating physicians to

promote efficient provision of and

uniform standards for the delivery of

quality and cost-effective medical

care.” These measures adopted by

the House were amended versions of

resolutions from the Norfolk Acade-

my of Medicine. Another resolution

from the Norfolk Academy asked

the Society to petition the Governor

of Virginia for an immediate morato-

rium of Medicaid audits; it was not

adopted because, said the reference
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Above, At the reception for new 50-

Year Club members, Dr. Bernard D.

Packer, Richmond, receives his cer-

tificate from President Richard L.

Fields. Upper left, Dr. Louise Leland
Clark, Chester. Lower left, Dr. John
L. Guerrant, Charlottesville, and
President Fields. (In the foreground,

Dr. and Mrs. Alexander McCaus-
land, Roanoke.)



should retain the ability to protect

itself from abuse.”

A resolution submitted by Dr. H.

C. Alexander III was amended to

read, “Resolved, that The Medical

Society of Virginia actively oppose

capitation of the Virginia Medicaid

program,” and then was adopted by

the delegates. The resolution orig-

inally had called for developing a

pilot program to enlist Virginia phy-

sicians in furnishing “quality, com-

passionate” medical care to Medic-

aid recipients at “equal or less cost

than offered by an alternative deliv-

ery system.”

Mental Health Coverage

From the Norfolk Academy of

Medicine and the TriCounty Medical

Society came a resolution asking

The Medical Society of Virginia to

endorse legislation increasing the

dollars and days of mandatory reim-

bursement for mental health services

“in an attempt to achieve parity of

reimbursement for services for all

medical illnesses.”

While Reference Committee Two
recognized well the problems posed

by current limitations on reimburse-

ment for psychiatric illness, Dr. Col-

letti reported, it felt that joint consid-

eration of the issue by the medical/

business community and the psychi-

atric profession should be pursued

prior to MSV advocacy of an in-

crease in mandatory coverage, and

the committee offered a substitute

resolution to that effect. Dr. Freder-

ick K. McCune rose in the House,

however, to move that another sub-

stitute resolution, one developed by

the framers of the original resolu-

tion, be adopted instead. It read,

“Resolved, that The Medical Socie-

ty of Virginia endorse a stance which

would specify no discriminatory re-

imbursement policy which may en-

danger adequate psychiatric care in

the Commonwealth.” The resolu-

tion presented by Dr. McCune was

adopted.

Nursing Shortage

Much has been made by the media

lately of a shortage of nurses, exac-

erbated, it has been suggested, by an

increasing number of patients who

are elderly or severely ill. A resolu-

tion submitted by the Richmond

Academy of Medicine addressed this

problem, and on recommendation of

Reference Committee One the dele-

gates adopted the resolution without

argument. It read, “Resolved, 1)

that The Medical Society of Virginia

join a task force consisting of physi-

cians, nurses and representatives of

the Virginia Hospital Association to

study the problem of declining inter-

est in the nursing profession, and 2)

that this task force examine the im-

pact of the decreasing nursing popu-

lation on patient care and the medi-

cal profession and consider the

establishment of a recruitment pro-

gram, and 3) that this task force

report its findings and recommenda-

tions to the Society’s President by

June 1, 1988.”

Paraprofessional Practice

Adopted by the House were two

resolutions from the Legislative

Committee relating to paraprofes-

sionals, 1) that the Society oppose

the licensure of respiratory thera-

pists and 2) that the Society oppose

any efforts to permit physical thera-

pists to engage in independent prac-
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Renewing the Pledge of a Forebear

“Let not your hearts be troubled, I will be brief,” Dr. Glenn B.

Updike, Jr., began in accepting the MSV presidency for 1987-1988.

And so he was.

Communication is the compelling need, he asserted, not only at and

through all levels of the state and component societies but with the

physicians who are not MSV members and who must be made aware of

the multitude of MSV/AMA activities on behalf of the entire medical

profession. He placed high priority on cooperation with the State

Board of Medicine and the Department of Health, emphasized the need

for a strong VaMPAC, and described the nursing shortage as requiring

“urgent attention.”

Other objectives he referred to: adequate compensation for physi-

I

cians who care for indigent patients, increased access to physicians for

needy Medicare patients, a continuing leadership role in educating

both physicians and the public to the AIDS epidemic.

Of the Auxiliary he observed, “Put very simply, we could not do
without them.” Of the injured infants act he asked the physicians of

Virginia “to realize that this is innovative legislation and that the

Society will remain intimately involved in seeking resolution of prob-

lems.”

In concluding Dr. Updike said, “Having been born a Virginian and,

admittedly, never having got over it, I’m compelled to look to the past a

bit if only for a moment, while noting a certain tug on the chordae

teninae in so doing. I borrow some of the words used by Dr. Elliott T.

Brady, my father’s uncle, at the time of his installation as President of

this Society at its annual meeting in Roanoke on October 8, 1909. This

was in an era when tongues were more silvered and oratory more
flowered than at present.”

Dr. Brady addressed his predecessor, Dr. Stuart McGuire, and the

MSV members assembled, Dr. Updike related, saying in part, “To say

that I am grateful for your elevation is absolutely unnecessary; no one

could but be grateful for such an honor. I do appreciate and my pulse

naturally throbs with pride at this honor . . .

“I cannot be expected to add to the lustre of my predecessors. I can

only promise you that if any aim of this Society fail of achievement

during my administration, it shall not be for lack of attention on my
part.”

An equivalent of that pledge in contemporary terms, said Dr.

Updike, was “to promise that I will give this challenge and trust my
best shot, and this I do.”

tice “except upon the direction and

referral of a licensed physician.”

Pension Plans

The Medical Society of Virginia

supports state or federal legislative

changes to exempt pension plans

from bankruptcy proceedings, said

the House in adopting a resolution

from the Legislative Committee.

Physician Supply

The supply of and demand for

doctors is said to be headed for a

hurtful imbalance, and a resolution

from the Virginia Beach Medical So-

ciety dealt with that prediction. It

was reported out of reference com-
mittee with the recommendation to

adopt, and the House obliged. Here
is what it said: “Resolved, that The
Medical Society of Virginia respect-

fully request that each medical

school in Virginia prepare and pub-

lish plans to admit that number of

entering students commensurate

with the projected future need for

physicians in Virginia.”

Preadmission Review/Certification

A resolution from the Roanoke
Academy of Medicine was amended
by the House to read, “Resolved,

that The Medical Society of Virginia

address the problems experienced

by physicians relative to preadmis-

sion review, preoperative certifica-

tion and other procedural authoriza-

tions on a statewide basis with the

insurance companies involved,” and

it was then adopted as amended.

Commending the “excellent and

detailed” report of the MSVRO
Oversight Committee, chairman

Farley reported that after hearing

considerable testimony, Reference

Committee One was of the opinion

that “considerable progress has

been made, but several problem ar-

eas remain for further work, includ-

ing the need to define professionally

accepted standards of care, continu-

ing concerns about the potential le-

gal liability of physician advisors,

and the difficulty of identifying phy-

sicians who are willing to serve as

advisors.”

The committee had amended a

resolution from the 10th councilor

district, Dr. Farley continued, and

recommended to the House its adop-

tion, as follows: “Resolved, that

The Medical Society of Virginia en-

courage the Medical Society of Vir-

ginia Review Organization to resist

the establishment of any system for

selecting physician advisors based

on their historical denial rates.” The

original resolution had asked for

“questioning and admonishing” the

peer review organization. The

House adopted the amended mea-

sure.

Preferred Provider Program

Committee Three recommended
adoption by the House of the follow-

ing resolution, reported chairman

Lawrence K. Monahan:
“Resolved, 1) that The Medical

Society of Virginia make every effort

to oppose the development of the

Health Care Finance Administra-

tion’s preferred provider program as
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it is currently conceived and 2) that

HCFA be requested to provide the

data on the basis of which quality of

care and preferred provider status

are determined and 3) that this reso-

lution be introduced at the 1987 in-

terim meeting of the AMA House of

Delegates.”

The resolution, which had been

submitted by Past President Alexan-

der was adopted.

Mental Health Coverage

From the Norfolk Academy of

Medicine and the TriCounty Medical

Society came a resolution asking

The Medical Society of Virginia to

endorse legislation increasing the

dollars and days of mandatory reim-

bursement for mental health services

and “parity of reimbursement for

services for all medical illnesses.”

Reference Committee Two recog-

nized the problems posed by current

limitations on reimbursement for

psychiatric illness, the chairman re-

ported, but felt that joint consider-

ation of the issue by the medical/

business community and the psychi-

atric profession should be pursued

prior to MSV advocacy of an in-

crease in mandatory coverage and

had inserted a substitute resolution

to that effect. When that substitution

came up for consideration on the

House floor, however, Dr. Freder-

ick K. McCune rose to move that

another substitute resolution, one

developed by the framers of the orig-

inal resolution, be adopted instead.

It read, “Resolved, that The Medi-

cal Society of Virginia endorse a

stance which would specify no dis-

criminatory reimbursement policy

which may endanger adequate psy-

chiatric care in the Common-
wealth.” The resolution presented

by Dr. McCune was adopted.

Team Physicians

The Medical Society of Virginia

should consider supporting “good
Samaritan” status for high school

team physicians, said the recom-

mendation of the Sports Medicine

Committee. The reference commit-

tee gave it the green light, and the

House voted for adoption. A. G.

Celebrating a Partnership

It is a pleasure to convey to you the Auxiliary’s appreciation for the

support you have given us this year. The Auxiliary experienced an

outstanding year of growth and community involvement. Many of our

accomplishments were reported in Virginia Medical.
I am pleased that this Society and the Auxiliary were able to work

together this year in several areas of mutual concern: membership,

legislation, public relations and physician impairment. This concept of

Society/Auxiliary teamwork is spreading throughout the state. Compo-
nent societies are utilizing auxiliary leaders on their committees,

having joint meetings, and planning programs together. We must
encourage this type of organized cooperation. We must also encourage

all spouses to join the Auxiliary’s organized effort as physician

advocates.

At this meeting the Auxiliary is celebrating its 65th anniversary. It

was 102 years after the formation of The Medical Society of Virginia

that this esteemed body approved the organization of an Auxiliary.

Although perceived as social and fraternal, the Auxiliary did not take

long to prove its worth as an effective public relations force: initiating

and supporting community health projects, raising funds for medical

education, influencing health care legislation and helping physicians

provide the best medical care for the people of Virginia.

Your concerns are our concern. We will continue to help you in any

way we can. Madeline Sly, President, 1986-1987

The Medical Society of Virginia Auxiliary

Presented before The Medical Society of Virginia’s House of Delegates on

October 29, 1987, at the Homestead.

Photographed in the Garden Room of the Homestead following their

election are these Medical Society of Virginia Auxiliary officers for 1987-

1988: standing forward is Mrs. Marvin N. Lougheed, President. Behind

her, left to right, are Mrs. Carroll T. Petty, President Elect; Mrs. Ira C.

Godwin, First Vice President; Mrs. Harry S. Holcomb III, Treasurer;

Mrs. Albert L. Roper H, Recording Secretary; Mrs. Victor N. Guerrero,

Mrs. Jack W. Hall, Mrs. William T. Johnstone and Mrs. Phillip

Thomason, Regional Vice Presidents; and Mrs. Michael Jaffee, Corre-

sponding Secretary.
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The setting was the floor of the

House at The Medical Society of

Virginia’s annual meeting. Dr. Mi-

chael A. Puzak had risen to place a

name in nomination for AMA dele-

gate. Now he launched into his

campaign oratory.

“Barrie Cook is a giant of a

man!” he proclaimed. Dr. Cook
grinned. No one knows better than

he that at 5'lVi” tall and 148 pounds,

he has none of the clinical signs of

giantism. His achievements, how-

ever, loom very large indeed, and

that was the point of Mike Puzak’

s

play on words. He proceeded to

take the delegates through a long

list of Dr. Cook’s offices and hon-

ors as pathologist (veteran depart-

ment chairman, Fairfax Hospital;

consultant to four other hospitals;

clinical professor, George Wash-
ington U School of Medicine), as a

leader of organized medicine (five

presidencies, including The Medi-

cal Society of Virginia), and as

business (founder and chairman of

the multimillion-dollar American

Medical Laboratories). The House
accepted Dr. Puzak’s advice

wholeheartedly, unanimously
electing Dr. Cook to the Virginia

delegation.

The House didn’t know it and

neither did Dr. Cook, but six hours

and another bout of oratory later,

at the annual banquet, he would be

revealed as the 1987 winner of The
Medical Society of Virginia’s Com-
munity Service Award. This time

the pointing-with-pride was done

by President Richard L. Fields. He
sketched a Barrie Cook who casts a

giant shadow as public-spirited citi-

zen and patron of the arts.

‘‘The father of five children, he’s

been committee chairman of the

Boy Scouts of America, Troop 887,

and he’s been president of the Fau-

quier County Chapter, American

Cancer Society,” Dr. Fields began.

‘‘As Fairfax City’s repre-

sentative on the regional park au-

thority for many years, he has had

a hand in building many of the

parks we in Northern Virginia en-

joy today,” Dr. Fields continued.

‘‘He was president of the Fairfax

Rotary Club in 1985 and is current-

ly heading the Fairfax City drive

for Rotary International to get chil-

dren innoculated worldwide for po-

lio.

Dr. Fields cited the recipient’s

presidency of the Hampden-Syd-

ney College Alumni Association

and of the Northern Virginia Com-
prehensive Health Planning Coun-

Right, Barrie Cook in the House of

Delegates. Below, Barrie Cook at

the banquet with Dr. Fields.
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cil, his chairmanship of the Fairfax

City Police Advisory Committee,

and his two terms as a vestryman

for Truro Episcopal Church. In

fact, said Dr. Fields, “his contribu-

tions to his community have been

so numerous that the Fairfax City

Chamber of Commerce gave him

its Man of the Year Award not long

ago.

“I should also mention that he

finds time to sing in the church

choir and play a mean game of

tennis. And it’s not often you see a

doctor who can dance as well as

this one.

“In many ways this could be an

award to a dedicated husband and

wife,” continued Dr. Fields.

“Their family has hosted 19 foreign

students through Rotary Interna-

tional’s Youth Exchange, and they

have worked hard to help build the

Fairfax Symphony and Wolf Trap

Farm Park for the Performing

Arts.”

In addition, Dr. Fields related,

Dr. Cook serves as concert tour

manager for his wife, Jean Carring-

ton Cook, piano recitalist and con-

certo soloist. “Together they have

brought classical music to groups

throughout the United States and

most parts of the world, including

Russia, the Far East, and Europe.

“And with the help of others

interested in encouraging young
people in the field of music, they

have established a scholarship fund

to assist aspiring pianists entering

the music degree programs at

George Mason University. They
are an extraordinary couple,” Dr.

Fields concluded, “and I want to

thank both of them.”

Dr. Cook is the 25th winner of

the award, which was established

in the early 1960s by the A. H.
Robins Company and has contin-

ued ever since under the sponsor-

ship of the pharmaceutical firm.

To the winner of the Community
Service Award two years ago, Dr.

Mason C. Andrews, went the 1987

Benjamin Rush Award for Citizen-

ship and Community Service of the

American Medical Association’s

Board of Trustees. The award was

presented at the interim meeting of

the AMA’s House of Delegates in

Atlanta last month.

Dr. Andrews, chairman of the

Department of Ob/Gyn at Eastern

Virginia Medical School, played a

key role in the founding of EVMS
and has led in its continuing devel-

opment. His candidacy for the

prestigious Rush award was spon-

sored by The Medical Society of

Virginia and the Norfolk Academy
of Medicine on the basis of his

“sustained commitment to advanc-

ing the common good.”

The 1987 Reach to Recovery

Terese Lasser Memorial Award of

the American Cancer Society was

conferred on Dr. M. C. Wilhelm,

Charlottesville, who has been iden-

tified with the Reach to Recovery

program since its beginnings in the

1960s and whose support and ser-

vice were cited as major factors in

the success of this rehabilitation

program for breast cancer patients.

New president of the Southwest-

ern Virginia Medical Society is Dr.

John P. Kaufman. Roanoke derma-

tologist.

Dr. Neal F. Kassel, vice chairman

of the Department of Surgery at the

University of Virginia School of

Medicine, has been chosen presi-

dent elect of the Society of Neuro-

surgical Anesthesia and Critical

Care.

Dr. Peter G. Bernad, Fairfax, has

been elected a fellow of the Ameri-

can College of Physicians.

At their meeting last month in

Chicago, the National Interscho-

lastic Athletic Adminsitrators As-

sociation handed out seven distin-

guished service awards, and one of

them went to Dr. Frank C. McCue
III, hand surgery specialist, direc-

tor of the Division of Sports Medi-

cine at the University of Virginia

School of Medicine and the univer-

sity’s team physician. Dr. McCue
has been many time honored by

high school coaches and athletic

directors for his work in the pre-

vention and treatment of athletic

injuries.

Dr. John T. Hazel, 83, who is

living in retirement in Fauquier

County, was the focus of attention

at a recent ceremony at Arlington

Hospital, where he served as chief

of surgery from 1949 to 1960. The

festivities commemorated the fifth

year of operation of the John T.

Hazel MD Conference Center, a

200-seat auditorium with meeting

rooms adjoining the hospital. Con-

tributions of $375,000 from the Ha-

zel family were matched by other

private donors to build the

$880,000 conference center. Ar-

lington Hospital opened its doors in

1944, and Dr. Hazel was one of the

facility’s first surgeons.

The medical staff of Louise Obici

Memorial Hospital in Suffolk has

elected Dr. Ganesh Nirmul as presi-

dent.

Fellowship in the American Col-

lege of Radiology has been con-

ferred on these Medical Society of

Virginia members: Dr. Palmer W.
Fant, Independence; Dr. Felix A.

Hughes III, Virginia Beach; Dr.

William C. Constable, Troy; and

Dr. John T. Myles, Gloucester.
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The student today who graduates from medical

school free of debt may be unusual. The average

amount owed by medical graduates in 1986 was

$33,500. According to an American Medical Associa-

tion communication, this represents a 70% increase

over the past five years.

The American Medical Association Educational and

Research Foundation has, since 1950, worked to sup-

port medical student financial needs through the Medi-

cal School Fund and the Student Assistance Fund.

Gifts over that period total $45 million dollars, more

than $2 million dollars distributed this year. The

Drugs, Diet,

Retirement has given me perspective on the

medical scene not possible during the busy

years of my active practice.

It seems to me that we are living in a hypochondri-

acal society when every discomfort must be met by

some response by the medical or pharmaceutical

profession. The pharmaceutical manufacturers and

the food industry are trying to entice the public into

medicating every symptom or responding to any

blood test with a galaxy of drugs or food additives

and vitamins. Madison Avenue aids and abets this

enterprise with elaborate ads depicting pathos, grati-

fication or macho life styles.

We are told everybody needs more calcium, even

in orange juice, antacid tablets, vitamin products,

even cereals. No mention is made of the possible

harm that may ensue from kidney stones and other

manifestations of hypercalcemia. The ads do not

bother to warn the patient to find out whether he

lacks the appropriate amount of calcium or not, nor

Medical Society of Virginia Auxiliary provides basic

support in Virginia.

Two new ways of contributing to the Foundation

include: an In Memoriam card and the Physician

Courtesy Card. The In Memoriam card expresses

sympathy to the family of one recently deceased and

informs them that a donation has been made in memo-
ry of the deceased. The Physician Courtesy Card

provides for a similar donation and expresses gratitude

for a special service or professional courtesy.

AMAERF is a worthy cause. If possible, every

physician should support it. E.L.K., Jr.

id the Media

do they suggest a specific age at which calcium might

be beneficial. The pathos is tear-jerking, watching a

poor old lady whose face indicates pain, with a bent

back, being helped off a train. Perhaps her pain is

coming from a kidney stone. In any event, calcium

treatment is too late for her anyway.

The public is being deprived of salt by incorrect

inference that salt is bad for everybody and may
cause high blood pressure, which it does not. It is

true that patients with hypertension and those who
have fluid accumulation should avoid salt. It is

ridiculous for everybody to avoid salt. As a matter of

fact, we need salt to maintain the physiologic level in

our blood stream. This is particularly true in the

perspiration days of summer. Salt deprivation may
cause unwanted symptoms accompanying heat ex-

haustion or heat stroke and other conditions that

disturb the electrolyte balance.

Now we come to sugar. This condiment does not

cause diabetes, although people with diabetes should
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avoid it as part of their overall prescribed diet. The
beverage industry has so eliminated sugar from its

products that the public, being diet conscious, has

come to view sugar almost as a poison. Sugar substi-

tutes have not been tried long enough to determine

their ultimate effect on the body. The beverage

products have become expensive, colored soda wa-

ter, with no nutritional value and, with the elimina-

tion of caffeine, no pickup value either. The public

seems to value satiety of tastes above any lasting

benefits to their bodies.

Caffeine has been given an inordinately bad name,

but like any other drugs, its use in any product can

be very useful, and it is only harmful in overdosage

and in people who find out for themselves that it

disagrees with them. The little pickup quality can be

very beneficial to the tired traveler, bus driver or

drowsy student. Like everything else, overuse may
be temporarily injurious.

We come to cholesterol. Physically, its presence

in food in high concentration has been associated

with heart attacks and other arteriosclerotic mani-

festations in certain people, but cholesterol, indeed,

is not the only factor. Actually, probably only 20%
of the American population needs to worry about

cholesterol, and many of these suffer genetic predis-

position to elevated cholesterol, which may not be

corrected by diet alone, anyway. So why do Madi-

son Avenue and food processors make such a big

deal about cholesterol? I truly don’t know, unless

manufacturers of corn oil, sunflower oil, chicken and

fish have found it profitable to pan the dairy, egg and

Prescription

I
t would be an ideal situation if the patient always

followed the physicians’ orders. Unfortunately, this

ideal situation does not exist.

A recent note in the Wall Street Journal quotes a

survey of 2,000 people by Schering Laboratories.

According to the survey, about 32 % of patients do not

refill prescriptions even though they need the medica-

tion, and 15 % take their medicine for less than the

prescribed length of time. The survey estimates that

there are 100 million prescriptions unfilled each year.

The reference does not state the population included

in the survey. It is assumed that it constitutes a cross

section of the socioeconomic scale, since it is well

recognized that those in the lower socioeconomic level

follow directions poorly, take medications irregularly,

and keep office appointments at their convenience. No
matter how much patient education is stressed, the

remedy for the problem in this segment of the popula-

tion continues to elude the health care providers. The
most effective approach seems to be supervised com-
pliance. For example, if the patient is scheduled to

beef industry, whose products, next to bread, have

been the American citizen’s life staff. Butter, even

whole milk, have been unnecessarily characterized

as bad. The pediatricians are now warning parents

that skim milk is inadequate for the growing infant

and have advised parents to use whole milk.

Vitamins in maintenance levels are essential to

healthful living but a well-balanced diet usually takes

care of that need for the healthy adult. We certainly

do not need to obtain 100% of essential vitamins

from a bowl of cereal, nor do mega doses of vitamins

enhance our energy or health. In fact, they may
actually be harmful.

Weight loss clinics have sprouted up all over the

country, and so long as their clients stay under their

guidance, they undoubtedly help people to lose

weight. But for how long? When their money runs

out and the patients begin to tire of the diet, they

may resume their old ways and relapse to their

former state unless they have enough personal disci-

pline to continue.

And so the medical profession owes it to the public

to be skeptical of drug, food or drink fads and

weight-reducing schemes and to rely on time-proven

advice in their maintenance. A healthy common-
sense attitude toward the wonderful mechanism that

is the body should be the rule in the modern health

scene.

John P. Lynch, MD

118 Paxton Road
Richmond VA 23226

Compliance

receive a prescribed medication once daily or even

twice weekly, a nurse visits the home and administers

the medication or observes the patient while he/she

self-administers it. Obviously, not every situation can

be so managed.

This problem also exists to a lesser extent among
those in the middle or upper socioeconomic level, but

even there, negligence is still a problem. Elderly

persons, too, tend to become confused or forget

medications.

Such failure of patient compliance creates an added

burden for the practitioner. It also constitutes a major

defect in residency training programs. It is not always

possible to evaluate the effectiveness of therapy, when
the physician is uncertain as to the patient’s compli-

ance.

In the present climate, where the physician is

blamed for any result which is not considered perfect,

some consideration should be given toward a search

for the remedy of patient noncompliance.

E.L.K., Jr.
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W. Leonard Weyl, MD
1921-1987

Dr. W. Leonard Weyl, 66, died at his home on

November 5, 1987. He had been recovering well from

coronary bypass surgery done three weeks before.

Dr. Weyl had practiced general surgery in Arlington

for 34 years and was a resident of McLean. He was a

past president of the Arlington County Medical Socie-

ty, The Medical Society of Virginia and the Northern

Virginia Academy of Surgery. During the past ten

years he had been an AMA delegate and at the time of

his death had just been elected chairman of the Virgin-

ia delegation. He recently had completed a term as

chairman of the AMA’s Southeastern Delegation. He
was an activist in the formation and continued function

of VaMPAC and AMPAC.
Dr. Weyl was born in Frankfurt am Main, Germany,

in 1921. His parents were both American physicians,

his father a psychiatrist and his mother one of the first

women anesthesiologists in this country. He moved to

the United States in 1937 and received a BA from

Earlham College, Richmond, Indiana. While attending

Earlham he met his wife of 43 years, Nancy Schmidt

Weyl. He received his MD from the University of

Illinois School of Medicine in Chicago in 1945. Later

he received an MS in surgery upon completion of

surgical training at Georgetown University School of

Medicine, where in 1953 he became clinical assistant

professor of surgery. During his Georgetown training

he joined the Georgetown Presbyterian Church, where

he was an active member and frequent elder until his

death.

His many posts included consultant to the Environ-

mental Protection Agency; State Board of Health of

Virginia; Editorial Board of Virginia Medical;
board of trustees and Executive Committee of Medical

Service of the District of Columbia; Editor and Editor

Emeritus of the Medical Bulletin of Northern Virginia;

vice president and director of Northern Virginia Doc-
tors Hospital (1956-1984).

Dr. Weyl was awarded the Vicennial medal from

Georgetown University and the Welburn award from
the Arlington Medical Society. He was a trustee of

Earlham College. He was a member of the Arlington

Rotary Cub.

Dr. Weyl’s political experience included serving as

delegate-at-large to the Republican national conven-

tion, membership on various Reagan-Bush committees

and the finance committees of Sen. John Warner, Sen.

Paul Trible and Rep. Frank Wolf.

He is survived by his wife; a daughter, Kitty Weyl of

Arlington; and a son, John Michael Weyl of Purcell-

ville.

—William L. Stone, III, MD

Memoir of L. F. Henry
1937-1987

By Thomas W. Sale, MD

Dr. Lester Frank Henry, Jr., general surgeon who
practiced in Hampton and Newport News, died on

May 13, 1987, of a malignancy after a brief illness. His

loss is a great tragedy for those of us who knew and

practiced with him, for he was only 50 years old and

just reaching the heights of a very successful career as

a surgeon.

Born in Charlestown, West Virginia, Dr. Henry

received his BS degree from West Virginia University

in 1959 and his medical degree from the Medical

College of Virginia in 1963, then served in the United

States Army from 1963 to 1966. After training at

George Washington University and the Medical Col-
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lege of Virginia Hospitals, he chose to establish his

practice in the Tidewater area.

A volunteer for many charitable organizations, Dr.

Henry was past president of the Hampton Kiwanis

Club and the Peninsula Unit, American Cancer Socie-

ty. He had been chairman of the departments of

surgery at Hampton General and Mary Immaculate

Hospitals and was also on the medical staff of River-

side Hospital.

Dr. Henry was a fellow of the American College of

Surgeons. His other memberships included the Virgin-

ia Peninsula Academy of Medicine, the Hampton

Medical Society, The Medical Society of Virginia, the

Virginia Surgical Society and the American Medical

Association.

He is survived by his wife, the former Lacy Houck,

and three children, Frank, Jr., Lacy Ann, and Doug-

las, who is a premedical student at the University of

Virginia.

Memoir of G. W. Jones

1915-1987

By Christian V. Cimmino, MD

Gordon Willis Jones, MD, retired obstetrician and

gynecologist, was born August 20, 1915, in Lowell,

Massachusetts, to Leo Tanner and Blanche Willis

Jones. He died October 29, 1987, at his home in

Stafford County, Virginia. He received his undergrad-

uate education at the University of Richmond and the

University of Indiana, his medical training at Johns

Hopkins, and his residency training at the latter insti-

tution and the University of Virginia.

Dr. Jones was essentially an uncomplicated man.

His interests were his profession, his family, history,

and his books.

The Fates smiled on him in the choice of mates: the

gentle Winifred Shafferman, who predeceased him by

five years, and the devoted Miriam Gore Houston,

who survives him.

He could not have avoided his love for history and

books. He spent his boyhood summers on the family

place, “Ellwood,” in Spotsylvania County, where

Lafayette was reputed to have been entertained,

which served as a nerve center for the Union forces

during the Battle of the Wilderness, and where Stone-

wall Jackson’s arm is buried. His remarkable mother

made history live for him with her numerous and

detailed anecdotes about the place.

As a boy, he would give five cents of his 25-cent-a-

week allowance to the church, and the rest went for

books. From this humble start grew one of the biggest

and best private libaries in the state, if not in the

country, on Virginiana, especially on medicine in

Colonial Virginia. He would welcome visitors from all

over the country to share his treasures with him,

professionals and amateurs both. His collecting ex-

tended beyond Virginiana and Americana to include

some rare first editions from Europe, the envy of

professional librarians. He would say that such col-

lecting would be impossible today, except for the very

wealthy, so high have the prices risen.

He edited a medical treatise written by the Puritan

preacher, Cotton Mather, published by the American

Antiquarian Society. He lectured extensively at

learned societies and universities, including his alma

mater, Johns Hopkins, on Virginia medical history,

and published extensively in medical and historical

journals.

His achievements led to membership in such selec-

tive organizations as the Grolier Club, the American

Antiquarian Society and the Osier Society. The Medi-

cal Library at Mary Washington Hospital in Freder-

icksburg was named for him.

He died among his beloved books after a terrible

bout with unrelenting cancer.

He had the gift of recognizing and delighting in the

intelligence and achievements of others. In more than

40 years I never heard him say or do a petty thing. He
never lost looking at things with a child-like wonder.

He was a good and loyal friend.

• Malcolm D. Foster, MD, family physician in Char-

lottesville; Medical College of Virginia, 1933; age 89;

died December 21, 1986.

• Ronald Walter Rau, MD, Waynesboro orthopedic

surgeon; Baylor College of Medicine, 1969; age 45;

died October 29, 1987.

• George Douglas Vermilya, MD, general surgeon in

Richlands; Medical College of Virginia, 1932; age 80;

died August 15, 1987.

News of the death of a Medical Society of

Virginia member may appear in these pages in

either or both of two ways: 1) a brief notice

written by staff giving factual information; 2)

a memoir contributed by a physician who

knew the deceased peer and writes a personal

account of his or her life. If the memoir is

contributed before the brief notice is inserted,

it is published at once ; if after ,
it is set in type

to be published as space permits.
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NEW
MEMBERS
Lynchburg Academy of Medicine

Robert I. Elliott, MD, Family Practice, Box 389, Forest VA
24551

H. C. Eschenroeder, Jr., MD, Orthopedic Surgeon, 2019

Tate Springs Rd., Lynchburg VA 24501

David S. Haga, MD, Family Practice, PO Box 710, Madison

Heights VA 24572

Carl A. Moore, MD, Cardiology, 1025 Rivermont Terr.,

Lynchburg VA 24503

Norfolk Academy of Medicine

Fausto A. DeLa Cruz-Canaan, MD, Nephrology, 7428 Tide-

water Dr., Norfolk VA 23505

J. W. Mink, MD, Pediatrics, 1231 Mill Stream Way, Chesa-

peake VA 23320

Donald A. 0‘Neill, MD, Orthopedic Surgery, 821 Coverdale

Ln., Virginia Beach VA 23452

Prince William County Medical Society

Charles E. Dyer, MD, Emergency Medicine, 6501 Colchester

Rd., Fairfax Station VA 22039

Benjamin J. Veltri, MD, General Surgery, 8701 Digges Rd.,

Manassas VA 22110

Richmond Academy of Medicine

William H. Bowers, MD, Orthopedic Surgery, 2911 Grove

Ave., Richmond VA 23221

Mariano M. Piedra, MD, Psychiatry, 414 W. Franklin St.,

Richmond VA 23220

Roanoke Academy of Medicine

Mark D. Griffith, MD, Physical Medicine/Rehabilitation, PO
Box 13367, Roanoke VA 24033

Southside Virginia Medical Society

Stephen A. Willing, MD, Family Practice, Farmville Shop-

ping Ctr., Farmville VA 23901

Tazewell County Medical Society

Manuel H. Enriquez, MD, Internal Medicine, 2951 W. Front

St., Richlands VA 24641

Wise County Medical Society

Robert H. Cullen, MD, General Practice, PO Box 1620, Wise

VA 24293

Virginia Beach Medical Society

Anthony B. Hardt, MD, Family Practice, 3527 Sir Wilfred

PI., Virginia Beach VA 23452

Residents

Ann Kathleen Fulenwider, MD, Pathology, 6700 Lumsden
St., McLean VA 22101

Harry J. Molligan, MD, Orthopedics, 7406 Abbott Ln.,

Norfolk VA 23505
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LETTERS
Fee increase, not MSV dues,

funded Board’s heightened activities

I am writing to you regarding a Letter to the Editor

in the October 1987 issue of Virginia Medical by

Charles L. Cooke, MD. 1 Dr. Cook was expressing his

thoughts about the increase in disciplinary activity and

openness of the State Board of Medicine. I would like

to correct a misstatement in the first paragraph of his

letter, which states that The Medical Society of Virgin-

ia requested that the Society’s dues be increased to

strengthen the State Board of Medicine. The truth is

that State Board of Medicine increased the licensing

fee to support the Board’s activities. I appeared before

the Society’s House of Delegates asking its support

and understanding in this increase in fees because of

the increased activity brought about by both public

demand and investigative reporting. Although Dr.

Caravati’s ad hoc committee was very supportive,

many of these ideas originated from recognition by the

Board itself of its needs as well as conclusions of the

Roanoke newspaper’s investigative reporter.

I am pleased to report that the Board’s new execu-

tive director, Dr. Hilary Connor, is doing an excellent

job and is providing the sorely needed fulltime profes-

sional direction at the Board level. The Board is now
handling over 400 cases a year, and I believe that with

more cooperation and less “conspiracy of silence’’ it

can be even more responsive to public needs and to

showing the legislators and the public that Virginia

physicians can police themselves in an open, fair

manner, without depriving an individual of his or her

constitutional rights.

Gerald J. Bechamps, MD
President, State Board of Medicine

PO Box 2698, Winchester VA 22601-1898

1. Cooke CL. Encouraged by disciplinary increase and

openness of Board. Va Med 1987; 114:568
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FOR MORE INFORMATION CONTACT
MICHAEL DEENEY

Distributor for CONTEL® computer systems
1131 Old Hickory Drive • P.O. Box 787

Mechanicsville, Virginia 23111

(804 ) 746-1191

CONTEL is a registered trademark of Continental Telecom, Inc.
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CLOUDS OVER COUNCIL

The scenario was not exactly another Bad Day
at Black Rock when the MSV Council met last
month, but neither was it a lot of laughs. For
openers, the councilors heard that House Speaker
Bill Barney had had a heart attack at his Richmond
hotel; his EKG had returned to normal overnight,
reported cardiologist Percy Wootton, but even
so, news of the episode was a downer.

Nor was the agenda markedly upbeat

.

Animal research is threatened, warned
Barrie Cook; watch for legislation inimical
to medicine at the 1988 General Assembly.

To cope with an inherited deficit, the
state Health Department is cutting back on
some services, related Commissioner Kim Buttery.

At 873, VaMPAC membership is not up to
snuff, reported Barbara Mella. That’s 57
fewer members than at this time last year.

Hayden Hollingsworth recapitulated the
disappointing membership campaign of 1987 and
concluded it was time to take another tack
to restore the erosions of unification; his
suggestion was to focus recruiting efforts
on doctors newly come to practice in Virginia.

Questions from both members and nonrnembers
about the $250 assessment for the new injured
infants act had brought over a hundred telephone
calls to MSV headquarters, staffer Jonathan
Perry reported; the wrapper around this issue
responds to those questions.

Reports such as these the physicians could
take in stride, but they erupted in alarm when
a discussion arose involving Blue Cross/Blue
Shield charges for electronically submitted
claims. Sixty cents per claim was the figure
bandied about. This sum appears in a schedule
of charges sent out in May 1987 by the Blue’s
for-profit affiliate, Health Communicat ions
Services, as the charge for each of the first
1,000 claims filed by an HCS customer; four
months later, however, HCS converted to what
it calls a ’’package,’’ whereby transmission
of 600 claims is included ip the monthly fee,
and additional claims are charged on a scale
descending from 50 cents. Actually, the HCS
charge is per transmitted document, and each
document can carry as many as eight charge
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items , or individual claims. Thus the Blue’s
data indicate that the carrier has been receiving
1.3 million claims documents per year, but
they carried 3.3 million line items, or individual
claims

.

About 200 physicians have signed up with
HCS and are paying the stipulated document
charge. A lot of other physicians send by direct
connects or magnetic tape; they have never
been subject to fee for submitting claims,
but they strongly suspect the Blue is about
to lay one on.

NOT FAIR, was the message fired at Dick
Grinnan, the insurance carrier’s vp for medical
affairs who comes to Council meetings as the
Blue’s emissary. We invest lots of money in
equipment and staff time to prepare/send the
claim, you ought to bear the cost of receiving
it, went the argument, and the no-charge policy
of other carriers was cited.

Further, one speaker asked, what about
passing the charge on? Can we do that? Looking
discomfited, Grinnan answered he didn’t know.
From around the room came several voices in
favor of such a policy.

Grinnan took a lot of flak, too, about
the Blue’s moratorium on new connects, new
direct connects, that is; HCS sends the claims
of its clients through a national clearinghouse
in Florida, so its salesmen are signing up
new business as usual. The carrier called the
moratorium because, it says, the ’’antiquated”
ECS network must be radically revised and time
is needed to frame the revisions; an announcement
is promised for July 1, 1988.

One of the councilors recounted the pickle
he was in because of the moratorium. He invested
"close to $35,000," he said, in hardware/softwear
tailored to the needs of his family practice
group, but by the time his staff had keyed
in all the data, the lid had been put on new
connects and his Blue claims had nowhere to
go

.

Finally President Glenn Updike put the
lid on the discussion, and the Council passed
a motion to reaffirm the Council’s position
of September 1987, when it asked MSV counsel
Allen Goolsby to monitor developments. Also
in touch with the situation are Dr. William
W. Regan and Dr. J. Latane Ware, who were appointed
as liaison to the carrier and have met with
Blue officials twice, with more conferences
to come.

Earlier, Dr. Grinnan had broached the
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subject of certificates of need. Blue Cross/Blue
Shield has grave doubts about both the proposed
relaxation of CON regulations and Governor
Baliles’ plan to fund indigent care by assessing
hospitals, he reported. The time may be right
for change in the health care marketplace,
the carrier's position paper asserted, but
would these changes "resolve or exacerbate
the health care cost dilemma?" Commissioner
Buttery rebutted the Blue ’ s fears , and the
councilors followed suit by reaffirming the
Society’s long-held opposition to all certificates
of need, whether relaxed or not.

In other actions:
Liability coverage by the JUA was addressed

in a motion framed by Dr. Leon Block urging
the JUA "to include under its definition of
professional services to be covered, service
on a duly constituted committee of a health
care institution or professional society,"
the coverage to apply "in the absence of malice
or wanton negligence." The councilors approved
the motion. St. Paul and the Virginia Insurance
Reciprocal both routinely include this coverage.

For the Professional Liability Committee,
chairman Ron Davis and attorney/lobbyist Sandra
Kramer talked mostly about the injured infants
act, its emulation by other states, and the
abrasions of its funding mechanism. "Nobody
likes the assessment, including us," said Dr.
Davis. For what's to be done about it and when,
read the wrapper around this issue.

DR. GREEN TAKES MSVRO HELM

After toiling for almost a decade in the thorny
fields of peer review. Dr. Robert V. Morton
stepped down late last year as president of
the Medical Society of Virginia Review Organization
(see the editorial on page 83), and Dr. Ira
J. Green was elected by the MSVRO board to
take his place.

Dr. Green is a peer review veteran, too,
and when elected to the presidency had been
the MSVRO 's secretary since 1984. He has held
many MSV leadership posts, including the third
vice presidency in 1984-85, and is presently
chairman of the Federal Legislative Committee. He
is a past president of the Alexandria Medical
Society. Elected by the board to serve with
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Dr. Green as vice president was Dr. Owen W. Brodie,
and on John F . Harlan, Jr. , ass ’t vp of the
University of Virginia Hospitals, was conferred
the post of secretary.

VIRGINIANS AT THE AMA

When delegates to the American Medical Association’s
coming meeting in June vote to fill vacancies
on the AMA s councils, they will find on their
ballots the name of Dick Fields, MSV President
1986-87, who is running for a seat on the Council
on Constitution and Bylaws. He would be the
third MSV member to hold an AMA council post:
Mike Puzak sits on the Council on Ethical and
Judicial Affairs and Percy Wootton is a member
of the Council on Legislation. The MSV delegation,
20 physicians strong, elected Dr. Wootton to
replace the late Leonard Weyl as chairman,
and President Updike appointed Bill Barney
an AMA delegate to fill Dr. Weyl ’ s unexpired
term.

CASEY AT THE (ARLINGTON) BAT

For the first time since its members began
electing officers in 1914 the Arlington County
Medical Society has a female president. She
is Dr. Catherine S. Casey, whose leadership
role in the society’s ’’adoption” of a needy
hospital in a remote corner of El Salvador
has been greatly admired. Indeed, Dr. Casey
and the two doctors who have worked diligently
with her on the project. Dr. Javier A. Vasquez
and Dr. Philip M. Borges, were called to the
White House last year to receive the President’s
Volunteers Action Award for their large
contributions of time and energy to the
project. More than a million dollars worth
of beds, incubators , wheelchairs, x—ray equipment,
surgical instruments and other supplies have
been generated for the 900-bed hospital, and
the society sent an American technician to
teach the El Salvadorans how to repair and
maintain the equipment. A.G.
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Political

responsibility

is responsible

medicine
This year Virginians will elect all ten members of

their U.S. House of Representatives and elect a
new United States Senator to replace retiring Sen-
ator Paul Trible. You, your spouse and VaMPAC
will determine how many of those elected will be
oriented toward the views of medicine.

Success at the ballot box begins with the
thousands of concerned physicians and their

spouses who make up the effective and
influential political voice of medicine called

VaMPAC. Through VaMPAC, financial and
technical support is provided to those candidates
who share similar views with the medical
constituency on the delivery of quality health care
and public policy issues. Physicians control

VaMPAC—responsible physicians like yourself;

physicians who realize that their political

involvement at the local level and their support of

VaMPAC through membership and financial

contribution is essential to continuing the
influential voice of the medical constituency in

Virginia.

Your voice and membership is needed. Join

with those who realize that medicine is a
constituency. Join VaMPAC.

Our strategy works. VaMPAC contributes to

“friendly” legislators, avoiding partisan battles

and concentrates on issues related to medicine.
Because few legislators support or oppose us all

of the time, and most will vary depending upon
the issue, VaMPAC carefully avoids partisan

identification and crosses party lines as needed
to reinforce old friendships and seek new ones.
Occasionally, such activities may offend your
personal political orientation; the reality is that

legislative success cannot be achieved without

bipartisan support.

Please make personal checks

payable to VaMPAC.
Voluntary political contributions are not limited

to the suggested amount. VaMPAC will not

favor or disadvantage anyone based on the

amounts or failure to make contributions.

Contributions are subject to Federal Election

Commission regulations.

Contributions to AMPAC and State

PAC are not deductable as charitable

contributions for Federal Income Tax
Purposes.

VaMPAC Virginia Medical Political Action Committee
4205 Dover Road; Richmond, Virginia 23221

VaMPAC is the officially recognized political action committee of The

Medical Society of Virginia. Political responsibility is responsible medi-

cine.

Membership categories Check one

Sustaining membership $100.00

“PAC 250” membership includes spouse 250.00

All memberships include annual membership in AMPAC.

Name Spouse

Address



VIRGINIA
MEDICAL
FEBRUARY 1988

THE JOYS OF LIABILITY

LITIGATION

by William M. Bickers, MD

You, too, can enjoy being sued. Just
read the advice of this ob-gyn, who
after four experiences as a defendant
(and twelve as an expert witness),

relishes a liability lawsuit as a battle of
wits. High on his list of how-to’s:
Never, never overestimate the intelli-

gence of the plaintiff’s attorney,

and never, never

lose your cool.‘ ~ •
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Medical and lay press these days are replete

with the doom and gloom of liability suits

against physicians. Doctors and news com-

mentators tell us in gruesome detail of the horrors of

the anticipation and, finally, the reality of malpractice

allegations. These appear on the doctor’s desk first in

the form of a much dreaded envelope on which ap-

pears in the upper left hand corner: Archibald Dim-

witt, counselor-at-law or some such appellation. This

is viewed by the physician with something akin to

panic.

Upon opening, tremulously, the dreaded epistle the

doctor sees the even larger and bolder-faced type of

the accusing one, and the subject of the letter’s

contents is duly noted. “Regarding: Mrs. So-and-

so,’’ the name of the battered and abused one, “Dear
Doctor.’’ There follows a litany of most atrocious

misdemeanors, evil-doings, errors of clinical judge-

ment, surgical butchery, clinical blundering in diagno-

sis. In the case of obstetrical management, the several

acts of omission and commission designed to bring

about permanent and irreversible damage to the fetus

and not to mention the mental anguish of the mother

—

and, of course, the expenses incident to the care

resulting from purposeful mismanagement of this poor

lady and her baby during labor and delivery.

I have received four such diatribes in the last 20

years of clinical practice of obstetrics and gynecology

and have suffered no nervous breakdowns nor periods

of depression and repression resulting therefrom. I

have not been forced to the use of sleeping pills. I have

not found it necessary to resort to the bottle. From the

scripts which appear in the press, one would think that

upon opening the envelope and reading the ill-fated

news I was supposed to fall into some type of mental

collapse and find it impossible to go home and face my
wife of many years, not to mention the children whose
father had suddenly become a professional pariah.

Perhaps the first such missile received some 20 years

ago may have produced some such passing moment,
but I am certain of one thing: The last three have

produced only a sense of exhilaration and anticipation

for the battle of wits that might ensue. The truth is that

I have had a jury verdict in favor of the two cases that

went to court, and in the other two the threat of suit

was withdrawn after it became obvious that I would
not compromise.

Following these four not unhappy experiences with

the law and liability, I have become something of a

quasi-expert in matters of malpractice litigation as

evidenced by the fact that I have been called upon
twelve times to appear in court as an expert witness.

This has proved to be no-end exciting and stimulating,

not to mention financially profitable. Of the twelve

cases, two have been dismissed by the judge for lack

Address correspondence to Dr. Bickers at 1802 Brooktree

Court, Richmond VA 23233.

of sufficient reason for bringing the case to court and
the other ten have resulted in a verdict favorable to the

defendant.

T here are some lessons to be learned from those

who either have been defendants themselves or

have been expert witnesses for the accused.

The first and above all the most important is to retain

one’s composure in the face of threatened litigation.

Ignore the threats and accusations of attorney’s letter

and turn it or a copy of it, preferably the original, over

to your lawyer, sending a copy to your insurance

carrier. Never, never reply to the plaintiff’s attorney

no matter how many times he may insist upon it.

Never, never call him on the telephone. A few more
never-nevers may be borne in mind: Never consult

your fellow physicians or seek their advice, and never
put a pencil or pen scratch upon the hospital or office

charts. Any alteration or attempt to change the content

of a written record will always prove disastrous. In the

first place, the attorney usually has a copy of the

hospital chart before he writes his letter of accusation

to you. Second, the nurses in the office and your
medical secretary are aware of any changes which you
may make in the office record.

Never, never call the patient or the patient’s family,

either, for the purpose of pleading or of expressing

your anger and displeasure. Never, never respond to a

notice which will appear in your local newspaper;

disregard it completely. In my experience and that of

colleagues who have suffered such publicity, no dam-
age to my/their practice ever ensued. The only damage
to your public image occurs when you make apology,

private or public; admit error either in public or

private; or lose your unwavering sense of good humor
and affability.

Remember that there are always strong points on
your side. The patient is usually on the side of the

physician, even though he or she has been persuaded

unwittingly by family or attorney to bring a liability

suit. The fact that the patient chose you as physician in

the first place is evidence of respect and admiration.

This is usually not altered by the litigation even though

at first glance it might appear to be so. Two of my
patients sought me professionally after having lost

their cases.

Now just a few words regarding the doctor’s

demeanor and his/her responses to the plain-

tiff
1

s attorney while in the witness chair. The
usual preliminary questions concern name, age, pro-

fessional qualifications based on school of graduation,

medical societies to which you belong and number of

medical journals you read each week. The answer to

the last is always “None in its entirety.’’ The next

question is usually “How many textbooks of medicine

bearing on the problems in this case do you own?’’

The answer is “None.’’ Never explain, never elabo-
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rate. If the attorney pursues the issue, your answer is,

“I have access to medical libraries. Textbooks and

many medical journals are outdated by the time they

appear in print. I hope that you don’t practice law

according to the textbooks of ten years ago.” Such a

response usually surprises the attorney and brings

smiles to the jurors’ faces.

The next order of legal procedure is usually to ask:

“Do you know Mrs. So-and-so and did you treat her

on such and such a date in such and such a hospital? If

the facts are straight you answer this with a single

word, “Yes.” Never, never elaborate. If you don’t

recall and you don’t remember, say “I don’t know.”

The attorney will usually come back and say, ‘You

don’t know on what date you treated this patient?”

Your answer is “No.” The attorney will try to build

this up by saying, “Do you mean to tell me and tell this

court that you don’t remember the date on which you

performed this operation on Mrs. So-and-so?” Your
reply will be, “I remember about as well as you

remember the case you tried on that day.” Such a

rebuttal is very disconcerting. The attorney not used

to good-humored ridicule by the witness. As the

questioning progresses the attorney will always come
around to some quotation from the American Cancer

Society or the American Medical Association or some
other recognized authority and will open up this trap

with something like, “Doctor, of course you are

familiar with the rulings of the American Cancer

Society (or whatever) which appeared in the journal of

Such-and-such—of course you are familiar with this.”

Your reply: “I am not familiar with it.” Then, of

course, come back with the question, “You mean to

say that you are practicing medicine in this modern age

and you don’t read the such-and-such journal?” Your
answer is, “That is true.” The attorney will try to

make a big case out of this, and you will then drop the

bombshell. “I read those parts of many medical jour-

nals which pertain to my specialty and ignore the rest.

I read no medical journals or textbooks in their entire-

ty.”

By this time you have the plaintiffs attorney non-

plussed to hear from a physician in the witness stand

who has not read every medical journal, every line and

every word. Doctors make the mistake of trying to

appear more erudite and more learned than anyone

expects them to be. Above all, never be intimidated by

the arrogance of the plaintiffs attorney. Never overes-

timate his intelligence and wisdom. He is usually quite

illiterate medically despite his attempt to appear other-

wise. If the occasion presents, get this impression over

to the jury in a good-humored, subtle manner. In other

words, do not let the jury be awed or impressed either

by the sagacity of the attorney or yourself.

A favorite trap among plaintiffs attorneys is, “Doc-
tor, are you absolutely sure of your diagnosis in this

case?” Or, “Doctor, are you absolutely sure that your

judgment in the management of this case was cor-

rect?” Or, “Doctor, are you absolutely sure that the

technique which you employed here was correct?”

Never fall into any of these traps. The answer is

“NO” to all of them. Just as soon as you answer Yes
to any one of these interrogations the attorney is

immediately going to make reference to a textbook or

medical journal in which the opposite opinion is held.

One of the common errors made by the defendant

physician is to address answers to the questioner,

whether plaintiffs or defendant’s attorney, instead of

to the jury. I have testified in several cases in which
the doctor never turned his face to the jury or gave

them a smile or intimated that it was the jury to whom
he was really addressing his remarks or his answers.

After all, it is the jury and not the attorneys or the

judge who we wish to impress favorably; being normal

human beings, they like to be recognized for the

important roles they are taking in your case. The jury

resents being talked around and about and over their

heads and most especially resents a private repartee

between defendant and attorneys.

One thing that always makes its mark to the jury is

good humor. Never, never become angry no matter

how serious the provocation. The smart lawyer for the

plaintiff will always attempt to get you emotionally

disturbed, knowing that if he does this the case is half

won. One technique that will usually silence the insults

of the plaintiffs attorney is to rebut with another

question instead of a positive answer. For example,

‘Do you think the medical profession is always right?”

Your answer to this is, “Do you think the legal

profession is always right?” Or to surprise and effec-

tively put a stop to the attorney’s arrogance, simply

reply, “No, do you?”

I
n summary, remember that medically speaking,

the plaintiff’s attorney is usually illiterate. Never,

never overestimate his/her intelligence.

And never let a plaintiffs attorney make you lose

your cool. Remember the advice of an ancient Greek

philosopher, He whom the gods would destroy, they

first make angry.
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Medical Center Hour:

Teenage Pregnancy

Moderator: Oscar A. Thorup, Jr., MD
Discussants: Catherine J. Bodkin, LCSW, JoAnn V. Pinkerton, MD,

and John N. Stephenson, MD

Dr. Thorup: Teenage pregnancy, in the words of the

Virginia House of Delegates, is a “chronic problem of

national magnitude threatening the social fabric and

burdening the health care industry and the financial

structure of society . . It is estimated that four out

of every ten 14-year-old girls in the United States will

become pregnant before the age of 20. In 1984 in

Virginia, 10,444 live births, 8,687 induced abortions,

and 741 natural fetal deaths were attributed to women
age 17 and under. Teenage pregnancy is viewed as one

of the leading causes of infant mortality. Teenagers

whose education is interrupted by pregnancy usually

do not return to school. Lacking job skills and employ-

ment opportunities, they often become financially

dependent upon public social and health programs. 1

This is a shortened version of an edited transcript of a

presentation in the University of Virginia’s Medical Center

Hour series on medical, social and ethical issues and origi-

nated on April 30, 1986, at the Medical Center in Charlottes-

ville. The transcript was edited by Mary B. Wagner.

Dr. Thorup, professor of medicine and associate dean,

was moderator of this discussion. Ms. Bodkin is executive

director of Charlottesville’s Family Services program. Dr.

Pinkerton is an assistant professor of obstetrics/gynecology

at the University of Virginia. Dr. Stephenson is professor of

pediatrics at the University of Wisconsin Medical School.

Address correspondence to Dr. Thorup at Box 368. Uni-

versity of Virginia Medical Center, Charlottesville VA
22908.

The lowest rate of teenage pregnancy is found in

countries with liberal attitudes toward sex, compre-
hensive education programs, and easily accessible

contraception provided free of charge or at low cost

and without notification of parents. 2 Much needs to be

done to reduce the incidence of teenage pregnancy.

Dr. Pinkerton will open our discussion by telling us

just how bad the problem is.

Dr. Pinkerton: The fact that many of our adoles-

cents are having children raises three questions: How
do we prevent sexually active teenagers from getting

pregnant? How do we prevent or delay teenage sexual

activity? And for those who are pregnant, how do we
decrease the medical, the social, and the economic

issues? Issues are involved that concern all of us: the

availability of abortion; easy access to contraceptives

for adolescents; the role of sex education in public

schools; the role of welfare systems; and finally,

adolescent sexuality. The status of the black family in

America has been widely discussed. A large number of

unmarried teenage black women raise their children

alone. Unemployment is high among young black

males who do not support these women. A cycle is

perpetuated of young women raising children who
themselves are likely to become teenage mothers.

By age 15, one out of five adolescents is sporadically

involved in sexual activity; by age 16, one out of three;

by age 17, one out of two; and by age 19, two out of

three. Centers for Disease Control statistics tell us that

there were a million teen pregnancies in 1980 or one
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out of every 17 teenagers. Of those pregnancies, 80%
of which were unintended, 600,000 went to term;

300,000 ended in abortion; the remaining 100,000 end-

ed in miscarriage. Among black teenagers, the preg-

nancy rate between the ages of 15-19 is double that of

whites; 50% are pregnant by age 20 and 95% of the

babies are born out of wedlock. There appears to be

great pressure not to be a virgin. As for recurrence risk

among those under 18 who have a child, one out of

four will have three or more children in the following

seven years.

We in obstetrics and gynecology are interested in

the risk of pregnancy to the mother and to the child.

Adolescents who receive very aggressive prenatal care

are not at increased risk for medical complications.

Unfortunately, only one out of five teenagers under

age 15 receives prenatal care in the first trimester, and

one out of four receives either no prenatal care or care

very late in the third trimester. The risks are anemia,

toxemia and low birth weight. Low birth weight is a

major cause of morbidity and mortality and also con-

tributes to mental retardation. Poor nutrition is also a

factor, as is drug abuse in some large cities. Many of

these young mothers undoubtedly have inadequate

parenting skills; there is an increased risk of child

abuse or neglect; and without a father, the children are

likely to live in poverty.

Abortion is another issue that we must address.

There is obviously a large psychological and emotional

cost for young women who choose to terminate a

pregnancy. Teenagers account for about 30% of all

abortions performed. Unfortunately, they do not seek

medical intervention during the first trimester, when
the procedure is the safest. For a variety of reasons

they are more likely to delay and come in at 16-18

weeks: lack of recognition or denial of pregnancy; lack

of understanding of the medical system; fear of telling

their parents; parental refusal; and finally, cost.

The annual cost to society of teenage pregnancy is

$16 billion—$8 billion from Aid to Families with

Dependent Children (ADC), $5 billion from Medicaid,

and $3 billion from the food stamp program. Further, it

is estimated that welfare costs for the 385,000 babies

born to teenagers will be about $6 billion over the next

20 years. In Virginia about one-half of ADC funds go

to families headed by teenage mothers.

How does the incidence of teenage pregnancy in the

United States compare with that in other countries?

The United States leads nearly all the developed

countries. Even though our teenagers are not more

sexually active, they are more likely to get pregnant.

In Sweden, for example, children are exposed to more

explicit television; they become sexually active earli-

er; but at age 7 they learn about reproductive biology

and at age 10 they learn about contraception. Here we
are fighting to offer contraceptive information at the

high school level.

Are teenagers using contraception? The American

College of Obstetrics and Gynecology tried to intro-

duce public service announcements on contraceptive

information; all three of the major TV networks re-

fused because of the word “contraceptive.” A Prince-

ton study describes teenagers’ reasons for denying the

possibility of pregnancy: that they were too young or

that it was the wrong time of the month; that it was

impossible to conceive the first time they had sex or

impossible if they had sex standing up; that sex was

infrequent or unanticipated, or that they could not get

contraceptives.

Is access to birth control the answer? A Johns

Hopkins study looked at those who actually found

their way to medical care. Most teenagers appeared in

the clinic about a year after starting to have inter-

course. Of those who received a prescription method

of birth control (usually The Pill), one out of eight

became pregnant within the first year; by two years, it

was one out of four. If they were black, two out of ten

were pregnant within the first year, and four out of ten

by the end of the second year. Attendance at a family

planning clinic does not guarantee that teenagers will

use birth control devices and not get pregnant. They

are young, immature, impulsive and inconsistent.

School-based clinics like Chicago’s Du Asable have

succeeded in decreasing the pregnancy rate. Perhaps

sex education at a younger age would provide young

people with an understanding of contraception when

they need the information. Here in Charlottesville the

Prevention Council has introduced Choices, a 12-week

program that teaches young women self-awareness,

values, decision-making, goal-setting, assertive behav-

ior, essentially how to say No and how to avoid the

ever-present peer pressure.

If we are going to solve the problem, we must

address the social implications. We must encourage

pregnant women to stay in school or return to school;

we must assure that they receive prenatal care early in

pregnancy to decrease medical risks to them and to

their babies; and we must provide the help and coun-

seling that they so urgently need.

Dr. Thorup: Thank you, Dr. Pinkerton. Nationally,

our government takes the position that its role is not to

prevent pregnancy but to prevent sexual activity and

to promote chastity. Ms. Bodkin, is this an effective

position?

Ms. Bodkin: It is obvious that there is no lack of

information about how we could reduce the incidence

of teenage pregnancy. I wonder, however, whether we

as a society are ready to do what we need to do.

Compare the $16 billion cost of teenage pregnancy

with the $3 million spent on preventive education. We
know that $1 spent on prevention saves us $3 in child

and teenage care related to pregnancy. We have given

a low priority to prevention. We have been too sim-

plistic in looking at the causes and seeking solutions in

short-term programs rather than taking a long view of
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the teenager’s experience. We have let our children

down by not giving them a sense of a future and

offering coordinated actions by a caring community.

Changes in society—rising divorce rates, single-parent

families, working mothers—have put teenagers under

a great deal of stress. Approximately 43% of elemen-

tary school students come from single-parent homes.

It is interesting to note that the Business Advisory

Commission of the Education Commission of the

States probably has a more comprehensive overview

of this problem than some of our health providers. The

commission estimates that 2.4 million youth are “dis-

connected from society” because of drugs, pregnancy

and dropout and that somehow we need to get them

“connected” to society—a responsibility, in the opin-

ion of the commission, of our churches, schools,

businesses, parents and the medical community. 3

I suggest some preventive actions. If we increase

opportunities for young people so that they could see a

future, we would increase their capacities and their

motivation to reach that future. We tend to focus on

prevention from puberty to age 19. We need to address

the problem at the preschool age, and we also need to

look at the attitudes conveyed to young people by

those over 20 years of age. We also need to focus on

male attitudes. There is very little research on male

attitudes, behaviors, values, communication involved

in contraception, sexual decision-making and goal-

setting, and on the attitudes of the couple.

Our schools in Charlottesville and Albemarle Coun-

ty offer some education about sexuality in their K-10

curriculum. (Only two states and the District of Co-

lumbia mandate a K-12 sex education program.) When
Albemarle County reviewed its family life education

curriculum two years ago, a great debate arose wheth-

er factual information about the physical changes of

puberty would create anxiety in fifth grade boys. One
person said, “You have to teach the girls,” (implying

that menstruation made education necessary, rather

than the youngster’s emotional state or natural curios-

ity). We need to review our teacher training in sex

education for accuracy and currency of information

and also look at teachers’ attitudes and classroom

behavior. Many teachers are uncomfortable with sex

education material.

Equally important is education in the home. Many
parents do not realize the power of their communica-

tion to their children. We know from Fox’s studies

that the young woman who has had good educational

communication with her mother will be a much more

effective contraceptive user and delay sexual inter-

course until her late teens.
4,5 A comparable study on

father/son communication does not exist. We have

made a step forward in the local schools by introduc-

ing the Choices program mentioned by Dr. Pinkerton,

which provides role models to demonstrate that deci-

sion-making for the future is within a young person’s

grasp.

We know that young people need access to clinics if

they are going to be good contraceptive users, yet we
do not have very good publicity to reach that popula-

tion nor do we adapt our clinic schedules to nonschool

hours. When young people do come into the clinic,

they need to be reassured about confidentiality. A
1984 study reports that 98% of obstetricians and

gynecologists were willing to prescribe contraceptives

for a 15-year-old adolescent but only 80% were willing

to prescribe them for an unmarried 15-year-old adoles-

cent without parental consent, even though that same
adolescent has a legal right to confidential medical

treatment and to contraceptives.
6 Once we get teen-

agers to clinics, we are not very good about keeping

them as consistent users. School-based clinics, many
of which are comprehensive, are one possibility to

increase access, to provide followup, and to reach

young men. In a Kansas City school-based clinic, 63%
of the young people said that they would not go

elsewhere for medical services; 30% of those teen-

agers were discovered to have previously undiagnosed

health problems.

Only .2% offederal family planning dollars are spent

to reach males. We health service providers have low

expectations of males, viewing them as unconcerned

and uninvolved. We don’t reach out to them very well.

If a young man comes into the clinic for condoms, we
give them to him free of charge, but we don’t spend as

much time with him as we would with a female patient.

What is the ambiance of our clinics? Does it encourage

young men to come in? How much time do we spend

in dual interviews? It has been estimated that about

10% of young women bring with them a young man
who stays out in the parking lot or by the door. If we
were honest, we would admit that a dual interview

takes time and interferes with the flow of the clinic.

However, the time spent counseling both partners

together is well spent as we also know that a couple

that cooperates in the use of contraceptives will be

more successful in preventing pregnancy. What do we
say about the condom? In terms of education, we do

not present the condom as a very effective means of

contraception, yet it is extremely useful in that it is

cheap, readily available outside the clinic, and can

prevent many types of sexually transmitted diseases.

Most clinics have only one kind of condom, yet clinics

offering a variety have found that their use rate in-

creases.

Two years ago at the Albemarle County Fair we
conducted a pilot study of 39 men to identify male

knowledge of and attitudes toward contraception.

Their knowledge was good, but their attitude toward

the condom was: Who uses them anymore? We know,

however, that 20% of married couples in the United

States use the condom as the primary contraceptive

method. Many teenagers think that the condom is not

an effective birth control method. To counter that

feeling, we counsel the use of the condom and spermi-
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cida] foam. As there is little evidence that the two

together are more effective, we are probably doing our

young clients a disservice by implying that the condom
is ineffective alone. From a study of 71 women in our

Health Department Family Planning Clinic, we
learned that women tend to perceive men as embar-

rassed to talk about contraception; therefore they are

less likely to discuss contraceptives with their part-

ners. If such a discussion does occur, the woman is

more satisfied with the birth control method that she is

using.

Another question asked of married men in our

Albemarle County Fair pilot study, Are you embar-

rassed to discuss birth control?, elicited an interesting

response. Invariably the answer was No, but the

accompanying nonverbal behavior indicated anxiety,

unease and embarrassment. Obviously the nonverbal

attitudes of those men would be conveyed to their sons

and daughters as well as to their partners.

Knowing that young people with higher self-esteem

are better at contraceptive use and at delaying sexual

intercourse, we need to develop community programs

that actively involve our young people. An innovative

program in St. Louis addressed the problem of 13- to

15-year-old teenagers of two-career families who feel

lost at the end of the school day. Instead of “hanging

around” or going to a babysitter, the St. Louis pro-

gram brings teenagers together in small groups with a

volunteer leader to discuss issues related to jobs and

human sexuality. They can then go on as a group to do

community volunteer work. The results have been

encouraging in that those young people have increased

pride themselves and a greater sense of belonging to

their community.

Finally we need to look at the vocational training we
offer to our young people, because we know that those

who have a future goal are better at delaying and

preventing pregnancy.

Dr. Thorup: Thank you, Ms. Bodkin. Dr. Stephen-

son, will you tell us about the new laws in Wisconsin.

Dr. Stephenson: I am a pediatrician and medical

director of a general medical clinic for teenagers and

young adults at the University Hospital and Clinics in

Madison. As I open my remarks, I feel compelled to

interject a note of cynicism. Since the late sixties,

there has been an enormous increase in the United

States in the number of teenagers who are sexually

available or occasionally sexually active and therefore

at risk for pregnancy—some five million females and
seven million males between the ages of 15 and 19

years. About 30% use some form of contraception

regularly; the remaining generate some 1.1 million

pregnancies annually. Secondly, this sexual revolu-

tion, or evolution, represents the involvement of white

middle-class adolescents whose parents are often pro-

fessionals. Previously this was seen more commonly

among poor inner-city blacks. Thirdly, although the

pregnancy rates have fallen rather dramatically, the

number of whites going to term has increased three-

fold since the sixties. About 62% of adolescent moth-

ers marry; the younger they are, the less likely that

marriage will occur. Over 90% of these young women
keep their babies. As a result of the involvement of

middle-class Americans, our nation has begun to see

teen pregnancy as a public health issue. Large

amounts of public funds are required to help support

these teenage parents; hence teen pregnancy has also

become an important political issue.

Since the monumental Supreme Court decision in

1973 to legalize abortion in the United States, the

number of teenage abortions has risen dramatically,

from 237,000 in 1972 to 430,000 in 1981. As noted by

Dr. Pinkerton, this represents about one-third of the

total abortions done each year in this country. Those

of us who are deeply concerned about the effect on an

individual of abortion or the need to make an abortion

decision are troubled by this increase. It has certainly

activated the “right-to-life” and other antiabortion

groups. Unfortunately, they have emphasized the po-

litical nature of the issue while most health profession-

als would prefer to address teen pregnancy and abor-

tion on a clinical level. Published studies appear to

show that abortion, if done thoughtfully with adequate

counseling and followup, is probably less damaging to

the young female than keeping the baby and attempt-

ing to be a parent as well as to enter marriage at such a

young age. Divorce rates exceed 60% within five years

when marriage occurs under these circumstances.

The Supreme Court decision making abortion avail-

able to adolescents without parental consent has creat-

ed a potential adversarial relationship between parents

and health professionals. The political process has also

been active regarding family planning and sexually

transmitted disease diagnosis and treatment. These

laws and court decisions have further polarized oppos-

ing groups regarding these matters.

In Wisconsin during the fall of 1985 an attempt was
made to bring these sides together. A task force

consisting of legislators, representatives from the De-

partment of Health and Social Services and from the

public hammered out the fundamentals of a new
Wisconsin law. One million dollars was designated for

an Adolescent Pregnancy Prevention and Services

Fund, to be administered by a Services Board which

would review grant applications from organizations for

providing pregnancy prevention programs or pregnan-

cy services. Available resources would include adop-

tion counseling (a reaction to the increased number of

abortions), residential facilities for pregnant adoles-

cents, adult role model programs, and in-school health

clinics. On the other hand, the Wisconsin bill clearly

states that grants cannot be used to purchase or

dispense contraceptives, to provide abortions or to

advertise abortion services. Instead, emphasis has to
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be on attitudinal change.

Secondly $300,000 is to be devoted to human growth

and development instruction on a very broad scale,

covering all the traditional topics: self-esteem, deci-

sion-making, personal responsibility, discouragement

of sexual activity, human sexuality, family life and

parenting skills, sex stereotypes, and reproductive

behaviors. This type of program unfortunately and

naively ignores the male, who feels the need to express

his virility through intercourse and impregnations.

Unfortunately, the legislature ultimately watered

down the recommendations of the task force and

approved a very conservative statement. Each of the

430 school districts is required to establish a local

advisory committee to build growth and development

programs. Student attendance at such programs is

voluntary, so the original emphasis and intent has been

lost. A positive aspect of the legislation, however, is

the expansion of the school-age mother programs to

include school-age fathers, a very positive move, in

my opinion, for it has been shown that males are not

indifferent to their role in their partner’s pregnancy.

The state also established an adoption center to

provide information and referral services on adop-

tion—another move to counter abortion. Should abor-

tion be requested by the minor, the Wisconsin law

does assure confidentiality. A physician cannot notify

parents of the intent of their daughter to have an

abortion without the written consent of that teenager.

The final section of the law deals with the now
famous grandparent liability concept which makes the

parents of both the girl and the boy who are involved

in the pregnancy liable for the cost of the care of the

child until their minors are 18 years of age. Obviously,

the numbers are small in a monetary sense, but the

intent was to try once again to involve parents. We
value autonomy so greatly in this country that we
sometimes forget that we as parents have a responsi-

bility to impart responsible behavior to our children.

In the five months since the bill was passed, the

question of grandparent liability has not been tested.

When the challenge comes, the defense will probably

be: no rights, no liability. In other words, if we as

grandparents do not have a right to insist on termina-

tion of the pregnancy or adoption for the baby, then

why should be liable for the cost. The law assigning

financial responsibility to grandparents will terminate

on December 31, 1989, at which time its effect will be

evaluated. There are problems, of course, with grand-

parent liability. Concern has been expressed that

parents who are forced to support their teenager’s

child may put pressure on that teenager to abort;

hence neither of the opposing groups is entirely con-

tent with this legislation.

The law also requires that coverage under insurance

plans that include maternity benefits be extended to all

persons covered under the policy, including dependent

teenage girls. And finally, the legislation upheld the

Wisconsin law that prohibits the dispensing of con-

doms from vending machines.

We in the medical profession need to put our house

in order. Sex education in medical school is very

inadequate in the sense of offering our medical stu-

dents a base from which to deal with their own
sexuality or the sexuality of their patients. There is a

new style in the practice of pediatrics—an involve-

ment in reproductive physiology, in contraception,

and in counseling. This should give pediatricians a

much better base from which to handle adolescent

problems. Fewer than 3% of teenagers today obtain

information regarding sexuality from their physicians.

The medical profession should have far greater impact

than it has now. If we don’t help to decide these

issues, apparently the legal system will.

References

1. Virginia House of Delegates Joint Resolution No. 61,

February 10, 1986

2. American Medical News, March 29, 1985, p 15

3. Reconnecting Youth. Education Commission of the

States, Denver, Colorado

4. Fox GL. Mother-daughter communication about sex.

Family Relations 1980;29:347-352

5. Fox GL. The family’s role in adolescent sexual behavior.

In Teenage Pregnancy in a Family Context: Implications

for Policy (Ooms T, ed). Philadelphia, Temple University

Press, 1981, pp 73-130

6. Orr MT, Forrest JD. The availability of reproductive

health services from U.S. private physicians. Family

Planning Perspectives 1985 ;
17(2):63-69

VIRGINIA
MEDICAL
l\-\u ud\\ iimnePtiW... •»•*! 1 IvMaIm! W.ci> \

Present your ideas

in VIRGINIA MEDICAL

For details on submitting manuscripts, send for a copy of

“Advice to Authors”, Executive Editor, VIRGINIA MEDI-

CAL, 4205 Dover Road, Richmond VA 23221.

February 1988, Virginia Medical 75



Deep Venous
Thrombosis

With Coagulopathy

of Liver Disease

Marcus E. Carr, Jr., MD,
and David M. Eich, MD,

Richmond,
Virginia

The coagulopathy of liver disease is a well recog-

nized, multifactorial process. 1,2 While decreased

clotting factor synthesis is central to the defect, throm-

bocytopenia secondary to hypersplenism, 3
defective

platelet function,
4
pathologic fibrinolysis

5 and dissemi-

nated intravascular coagulation
6 have also been impli-

cated in the pathogenesis. Patients presenting with

symptoms or a history of chronic liver disease are

often considered to be “auto-anticoagulated” and at

little or no risk of thrombotic events.

While this assumption may be appropriate in some
cases, it should be remembered that the diseased liver

produces less antithrombin III, a potent natural antico-

agulant, and is less capable of clearing activated

clotting factors. Thus, while decreased hemostatic

reserve may be a problem in these patients, there may
be concomitant decreased inhibitor function. We pre-

sent here the case of a patient with advanced liver

disease and mild coagulopathy, whose course was

complicated by thrombosis.

Case Report

A 60-year-old man with a long history of alcohol

abuse was hospitalized at McGuire Veterans Adminis-

tration Medical Center with a complaint of fatigue. He
dated his symptoms from a fall suffered seven days

prior to admission. While admitting to the recent

development of dark urine, he denied symptoms of

nausea, vomiting, hematemesis, abdominal pain, pru-

ritus or fever. His bowel habits and stool appearance

were unchanged.

The past medical history was significant for major

trauma to the left hip and leg secondary to a motor
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vehicle accident suffered 19 years prior to admission.

Treatment, performed nine years prior to admission,

had involved left hip fusion and left total knee replace-

ment. Post-surgical recovery was complicated by

thrombophlebitis of the left leg. Although treated with

heparin, he subsequently developed venous incompe-

tence of the same extremity.

Physical examination revealed a mildly febrile

(100°F) man with icteric skin and sclera. Other vital

signs were normal. Cardiovascular examination re-

vealed atrial fibrillation. Spider angiomata were promi-

nent. Examination of the abdomen revealed hepa-

tomegaly and ascites but no tenderness. The stool was

guaiac negative. Examination of the extremities re-

vealed venous engorgement of the left leg without

tenderness or edema. Laboratory data were significant

for pancytopenia: hemoglobin 10.1 gm/dl, hematocrit

30.2%, WBC 6,000/ul, platelet count 73,000/ul; and a

mild coagulopathy: prothrombin time 12.6 seconds

(control 10 sec), partial thromboplastin time 37 sec-

onds (control 30 sec). Liver functions revealed SGOT
160 u/L (nl 13-38 u/L), SGPT 51 u/L (nl 0-35 u/L), and

total bilirubin 10 mg/dL (nl <1.2 mg/dL). Renal func-

tion was normal. Chest x-ray revealed cardiomegaly,

while the electrocardiogram confirmed the suspected

atrial fibrillation. Abdominal ultrasound of the right

upper quadrant revealed no evidence of biliary ob-

struction.

The patient’s presentation was felt most consistent

with alcoholic hepatitis, and treatment with nutritional

support, bed rest and diuresis was begun. On the third

hospital day, the patient developed pain and swelling

of the left leg. The deep venous system failed to fill on

venography. Heparin therapy by continuous infusion

was instituted. On the ninth day of heparin therapy

(PTT 140 seconds, control 36 seconds), the patient

developed brisk upper gastrointestinal bleeding. Intu-

bation was required to protect the airway. Emergent

endoscopy revealed esophageal varices with adherent

clot. Heparin was discontinued and the varices were

injected with 4.5 cc of sodium morrhuate. A second

episode of deep venous thrombosis occurred several

weeks into the hospitalization, was treated with subcu-

taneous heparin (5,000 units SQ every 12 hours), and

resolved. The patient was discharged following a pro-

longed convalescence and rehabilitation program.

Discussion

Patients with severe liver disease have limited he-

mostatic and antithrombotic reserves (Fig. 1). De-

creased factor levels plus/minus thrombocytopenia

account for the former, while decreased ATIII levels

and decreased clearance of activated factor may play a

role in the latter. The administration of prothrombin-

complex concentrates (PCC) in the face of severe liver

disease have unmasked the precarious hemostatic

balance in these patients. The older preparations of

PCC are known to have contained activated clotting
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factors .

7 When given to patients with chronic liver

disease, thrombotic complications (deep venous

thrombosis, pulmonary embolus, DIC) were noted .

8

Chronic DIC, as evidenced by elevated fibrin degrada-

tion products (FDP) and shortened fibrinogen half-life,

has also been reported in chronic liver disease
,

6 and

treatment with heparin has corrected the laboratory

abnormalities in some patients .

9

Thus from a theoreti-

cal standpoint, the concept of “auto-anticoagulation”

in liver disease might appear to be a tenuous one.

However, there are virtually no reports of thrombotic

complications in liver disease .

8,10

At the time of presentation, our patient had decom-

pensating liver disease with a mild coagulopathy and

thrombocytopenia. He also had several risk factors for

thromboembolic disease. First, he had abnormal vas-

culature in his left leg. Second, he had a previous

history of thrombophlebitis. Third, he had decreased

venous return secondary to ascites. Finally, he was

placed at bed rest as part of his therapy. Such a patient

would have undoubtably been placed on prophylactic

subcutaneous heparin if he had not been considered to

be at decreased risk for thrombosis because of his

coagulopathy.

One could argue that the development of hemor-

rhaging while on heparin therapy corroborates the

anticipated risk of heparin therapy and justifies the

decision to withhold subcutaneous therapy. It is

known, however, that the risk of hemorrhage is re-

duced with subcutaneous minidose heparin therapy.

Our patient’s tolerance of this therapy during treat-

ment of the second episode of phlebitis is consistent

with this finding. The difficulty in managing systemic

anticoagulation in these patients once a thrombotic

complication has occurred may be another point in

favor of minidose heparin.

Some authors have recommended the use of mini-

dose heparin to control the coagulopathy of cirrhosis .

9

While clinical trials have not been reported, there is

virtually no published evidence that subcutaneous

heparin increases the risk of bleeding in liver disease.

We do not propose that every patient with liver

disease be treated with heparin, but we do suggest that

the decision to withhold prophylactic heparin should

be based on an assessment of the risks involved in the

individual patient and not on an assumption of auto-

anticoagulation. If a patient has documented risk fac-

tors for thrombosis, subcutaneous heparin therapy

may be indicated.
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Breast Hematoma
Following

Needle Localization:

Case Report

Christopher L. Sistrom, MD,
Ellen Shaw de Paredes, MD,
Patricia Lipford Abbitt, MD,
and Morton C. Wilhelm, MD,

Charlottesville , Virginia

Hematomas of the breast are most often a result of

surgical intervention such as open biopsy or fine

needle aspiration, although non-surgical trauma may
lead to their formation.

1,2 Less frequently, breast

hematomas may occur spontaneously in patients with

clotting disorders, platelet insufficiency or anticoagu-

lant therapy.
3 An acute hematoma may appear mam-

mographically as a high density mass with ill-defined

margins or may result in generalized increase in the

breast’s density secondary to dissection of blood with-

in breast tissue.
4

We present a case of acute hematoma formation

after needle localization of a nonpalpable breast abnor-

mality.

Case Report

A 53-year-old female was referred to the Breast

Imaging Center for needle localization prior to biopsy

of suspicious microcalcifications in both breasts.

These lesions had been discovered by screening mam-
mography. The patient was an active female whose
only other medical problems included a hiatal hernia

and peripheral lower extremity thrombophlebitis. The
latter had been treated surgically more than a decade

before without antiplatelet or anticoagulant therapy.

Localization of the abnormality in the left breast was
conducted without incident.

The mammographically identified abnormality in the

right breast was a cluster of microcalcifications in the

upper inner quadrant (Figure 1). The breast was com-

pressed in the medial lateral projection, and a 5-cm 20-

gauge Kopans’ needle containing a 15-cm spring hook
wire was advanced from the medial aspect of the

breast into the lesion. When the tip of the needle was
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appropriately placed, the needle was removed, leaving

the hook wire at the site of abnormality. As the needle

was removed, brisk bleeding from the puncture site

was observed, followed shortly by the rapid appear-

ance of a large 10 x 15-cm purpuric lesion involving

the superior portion of the breast. Firm manual com-
pression was applied to the breast for approximately

15 minutes and was followed by the application of a

pressure dressing.

Mammograms taken to demonstrate the hook wire’s

position showed the interval development of a large

high density mass with ill-defined margins in the inner

upper quadrant of the breast at the site of the clinically

obvious hematoma (Figure 2).

The patient remained hemodynamically stable and

underwent biopsy under local anesthesia the same
day. About 15 ccs of blood were evacuated from the

right breast and a small lacerated artery was identified

and ligated. Despite the presence of hematoma, an

adequate biopsy was obtained as confirmed by a

specimen radiograph showing the presence of the

suspicious microcalcifications. The patient had an

uncomplicated course following the biopsy. At micros-

copy, red blood cells had infiltrated throughout the

interstitium of the breast tissue. This did not interfere

with making an unequivocal diagnosis of lobular hy-

perplasia with severe atypia. The lesion in the opposite

breast was intraductal carcinoma.

Fig. 1. Preliminary craniocaudal mammogram with clustered

microcalcifications in inner quadrant (arrow).
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Fig. 2. Craniocaudal view after placement of hookwire and

formation of hematoma.

Fig. 3. Intraprocedure mammogram with needle through

partially calcified artery.

Discussion

Hematoma is a well known albeit rare complication

of fine needle aspiration, cyst aspiration, and open

biopsy of the breast. We believe that this is the first

reported incidence of significant bleeding into the

breast immediately following needle localization of a

nonpalpable breast lesion. In this case the hematoma
formation was clinically apparent. However, smaller

hematomas might only be seen on the mammograms
taken to check final wire position. In either case,

compression should be used to minimize hematoma
formation. (Note: While this article was in press, the

authors documented another large hematoma which

ocurred during needle localization.)

At surgery, blood can be evacuated and hemostasis

established. A hematoma will be visible mammogra-
phically as an irregular mass for weeks following the

initial bleeding.
1 Fresh blood should not interfere with

microscopic tissue diagnosis while organized throm-

bus and fibrous tissue may well do so.

The obvious question that this case raises is whether

such bleeding and hematoma formation can be predict-

ed and thus avoided. It should be reemphasized that

this complication has not been previously reported for

needle localization and can therefore be considered

uncommon. In this case, the artery which was punc-

tured could be identified by vascular calcifications on

the preliminary and intra-procedure mammograms
(Figure 3). A different approach to localization might

be considered when a vessel is obvious, although care

must be taken not to jeopardize successful localization

by making the skin to lesion distance excessive or

route circuitous.

Additionally, although we do not typically use local

anesthesia prior to insertion of the needle, local anes-

thesia with epinephrine might be used to diminish the

risk of hematoma formation.
4
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Management of

Pheochromocytoma
in Sickle Cell Disease:

Case Report

Edward A. Fisher, BA,
Thomas W. Hubbard, MD,
Rebecca L. Byrd, MD, and

Michael J. Solhaug, MD, Norfolk

In a patient with sickle cell disease who
presented with elevated blood pressure dur-

ing a vaso-occlusive crisis, the hypertension

was found to be linked to a pheochromocyto-
ma, with the pain crisis suggesting a pharma-

cologic consequence of the tumor. Scintigra-

phy provided important preoperative

information after other imaging methods
were unsuccessful.

Hypertension is an uncommon finding in pediat-

ric patients with sickle cell disease (SCD). Al-

though episodic hypertension has been reported dur-

ing vaso-occlusive crises, pediatric patients with SCD
who present with elevated blood pressure during a

crisis should be evaluated thoroughly to determine the

etiology of their hypertension.

We describe an adolescent with SCD who presented

with hypertension during a vaso-occlusive crisis.

Though originally attributed to SCD, this patient’s

hypertension was subsequently linked to a pheochro-

mocytoma. The development of pain crisis in this

patient may have been a pharmacologic consequence

of the tumor. Otherwise, SCD did not complicate the

diagnosis and management of pheochromocytoma.

Case Report

L.H., a 17-year-old black female with SCD (homo-

zygous hemoglobin S), was admitted to the Children’s

Hospital of The King’s Daughters in Norfolk on two

occasions for sickle vaso-occlusive pain crises and

hypertension. On the initial hospitalization, the patient

From the Department of Pediatrics, Eastern Virginia

Medical School. Address correspondence to Dr. Byrd at

Children’s Hospital of The King’s Daughters, 800 West
Olney Road, Norfolk VA 23507.

Submitted 2-19-87.

presented with severe headache and pain over her

right eye secondary to herpes zoster. Blood pressure

at that time was 190/130 mmHg. The patient reported

several episodes of palpitations, excessive sweating,

and weakness over the preceding few days. She was
taking estrogen-containing oral contraceptives. Family

history was positive for essential hypertension in adult

members, but negative for adrenal tumors.

Evaluation during the initial hospitalization revealed

a hemoglobin of 8.9 gm/dl, hematocrit of 27%, white

blood cell count of 24,000/mm3
(74 neutrophils, 21

lymphocytes and 5 mononuclear cells), platelet count

of 527,000/ml and a reticulocyte count of 46.7%. The
urinalysis, serum electrolytes, calcium, phosphorus

and thyroid function studies were normal. Peripheral

plasma renin levels were 3.5 mg/ml/hr supine (normal

0.2-2. 5 mg/ml/hr) and 3.9 mg/ml/hr upright after 2

hours (normal 0. 3-4.0 mg/ml/hr). Birth control pills

were discontinued. The blood pressure normalized

without treatment and remained normal on follow-up

(subsequent readings not exceeding 118/72 mmHg).
Not until the second admission four months later for

another vaso-occlusive crisis did she report any recur-

rence of symptoms described during the previous stay.

At no time did she exhibit symptoms of transient

ischemic attacks. During this admission, she intermit-

tently complained of abrupt onset of periods of head-

ache, palpitations, dizziness and diaphoresis. During

one of these episodes her blood pressure was recorded

at 250/156 mmHg. Rapid lowering of her blood pres-

sure was achieved with a combination of minoxidil,

propanolol and furosemide.

A random urine screen for the presence of vanillyl-

mandelic acid (VMA) was positive; a 24-hour urine for

VMA was 78 mg (normal: 1-10 mg/24 hrs.) and total

metanephrines measured 13.0 mg (normal: <1.5 mg/24

hrs.). During one of the symptomatic episodes the

following values were obtained: serum norepinephrine

7910 pg/ml (normal: 104-548 pg/ml), epinephrine 228

pg/ml (normal: <88 pg/ml), dopamine 240 pg/ml (nor-

mal: <136 pg/ml), and total catecholamines 8378 pg/ml

(levels >2000 pg/ml are highly suggestive of pheochro-

mocytoma). During a clonidine suppression test
1

the

serum norepinephrine level rose from 2616 to 3966 pg

/

ml, consistent with a catecholamine secreting tumor.

Ultrasound of the kidneys and computerized tomog-

raphy of the abdomen revealed no masses. Arteriogra-

phy demonstrated no abnormal vascular patterns, and

venous samples withdrawn during catheterization

from multiple sites registered norepinephrine levels

ranging from 4170 to 37,380 pg/ml (normal: <400 pg/

ml) in the inferior vena cava and left renal vein

respectively.

The patient was placed on metyrosine (1 gram/day)

and referred to Duke University Medical Center for

[

131
I] metaiodobenzylguanidine ([

131
I] MIBG) scinti-

graphic imaging. This procedure revealed an area of

increased uptake approximately 6 cm in diameter near
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the left adrenal bed. She was electively transfused

over a 3-week period, achieving a hemoglobin level of

1 1 .6 gm/dl with a 12% Hemoglobin S fraction. She was

readmitted to the Norfolk hospital and underwent a

laparotomy which revealed a 4-cm tumor in the para-

vertebral sympathetic chain located between the left

renal and inferior mesenteric arteries. The histologi-

cally benign pheochromocytoma was totally resected

without complications. At discharge her blood pres-

sure was 120/76 mmHg, and in followup she has

remained normotensive without antihypertensive

medications.

Discussion

Pheochromocytoma is a rare tumor in the pediatric

age group. Although occasionally associated with neu-

rocutaneous syndromes such as neurofibromatosis or

as a component of multiple endocrine adenomatoses

such as Sipple syndrome, pheochromocytomas usual-

ly arise sporadically. To our knowledge, pheochromo-

cytoma has not been previously reported in a child

with SCD. The authors speculate that the tumor in this

patient may have precipitated her pain crises.

Severe hypertension is rarely found in patients with

SCD. In one, a 13-year old male developed hyperten-

sion episodically only during painful sickle cell crises.
2

Extensive evaluations of this patient revealed no etiol-

ogy for his hypertension and the author speculated

that this finding might have been caused by renal

hypoperfusion or a pain-induced autonomic nervous

system release of catecholamines.
2

Notably, individuals with SCD generally have

a lower mean blood pressure and a lower incidence of

hypertension than age- and sex-matched controls.
3 '5

The most widely accepted theory for decreased blood

pressure in SCD is a tubular defect leading to exces-

sive salt and water loss.
3 Other proposed mechanisms

for this phenomenon include sustained lowered pe-

ripheral vascular resistance,
6
defective potassium tu-

bular excretion due to renal sickling and scarring,
7 and

increased prostaglandin production during renal isch-

emia.
4 A lower incidence of hypertension is found in

adolescents that also have SCD. If blood pressure is

elevated intermittently, an aggressive evaluation for a

catecholamine-secreting tumor is warranted.

Adults and children with pheochromocytoma differ

in presenting symptoms. Sustained elevations of blood

pressure occur in 92% of pediatric cases, while over

half of adults present with episodic hypertension. 8,9

Adolescents presumably share characteristics of both

groups. With laboratory findings during the first hospi-

talization not clearly suggestive of an organic etiology,

this patient’s hypertension, which promptly abated

after the pain crisis resolved, was initially attributed to

the pain crisis itself. Since older pediatric patients may
present with intermittent hypertension as a manifesta-

tion of a pheochromocytoma, subsequent normal

blood pressure readings can not rule out the diagnosis

of pheochromocytoma.

Common to all age groups with pheochromocytoma
are symptoms of headaches, palpitations and exces-

sive sweating. When found in hypertensive adults,

these three symptoms are highly predictive ofpheochro-

mocytoma. 10 Since adolescents may present with the

adult pattern of episodic hypertension, the symptom
triad of headache, tachycardia and excessive sweating

may provide an important diagnostic clue even in the

face of normal pressure readings.

Once suspected, the presence of a pheochromocyto-

ma is confirmed by laboratory evaluation. The most

sensitive urine test is the measurement of total metan-

ephrines (normetanephrines and metanephrines), with

a sensitivity and specificity of79% and 93%, respective-

ly.
10 Urinary VMA determinations are less specific,

with corresponding values of 42% and 100%. 10 Serum
catecholamine measurements are reliable predictors of

tumor (sensitivity, 94%; specificity, 97%),
10

but sam-

pling must be performed under strict conditions to

minimize pain and apprehension. Measuring urine

metanephrines during the initial hospitalization con-

ceivably would have diagnosed this patient’s tumor.

But on the other hand, modestly elevated plasma

catecholamine values might have been attributed to

the state of the patient rather than a catecholamine

secreting tumor.

Once laboratory tests confirm the existence of a

tumor, preoperative localization of all tumor sites is

necessary because of the high incidence in children of

multiple (57%),
11

extra-adrenal (23%),
12 and bilateral

(31%)
12
tumors. Noninvasive techniques such as ultra-

sonography and computerized tomography (CT) scan-

ning offer greater diagnostic sensitivity with fewer

risks than angiography with venous sampling. The

ability of these tests to detect a tumor is related to

tumor size and location. In a prospective study, CT
scanning demonstrated greater sensitivity (84%) and

specificity (98%) than ultrasound imaging (79% and

61%, respectively).
13 The sensitivity of CT scanning

approaches 100% for adrenal and peri-adrenal loca-

tions, but is less effective in localizing small or extra-

adrenal tumors.
14

In this case a relatively large tumor

situated in the paravertebral sympathetic chain was

not detected by CT even when the images were

reviewed retrospectively. Instead, [

131
I] MIBG scinti-

graphic imaging localized the tumor.

Radionucleotide scanning using [

131
I] MIBG 15 ' 17

is a

safe, noninvasive test that should prove to be an

important adjunct in the localization of pheochromo-

cytomas in children. Because of the relatively high

incidence of extra-adrenal rests or multiple locations,

its ability to detect tumors in children may obviate the

need for angiography and venous sampling. In one

report where scintigraphy was combined with CT
scanning, all pheochromocytomas were localized.

16

Used alone, [

131
I] MIBG scanning was 71% sensitive

and 100% specific in adult patients.
17 More experience
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in children will determine the efficacy of this technique

in the initial diagnostic evaluation of childhood pheo-

chromocytoma.

Finally, we hypothesize that catecholamines secret-

ed by this patient’s tumor may have precipitated her

vaso-occlusive crises. Intense peripheral and mesen-

teric arterial vasoconstriction has been reported in

patients with pheochromocytomas due to high levels

of secreted norepinephrine.
18

Significant vasoconstric-

tion could potentially reduce blood flow, causing

sludging and sickling. It is interesting to note in this

patient that tumor-related symptoms were reported

primarly during crises. In addition, no further vaso-

occlusive crises were reported in the 24-month post-

operative period. Whether this patient’s temporally

related symptoms and findings are related to having

both diseases is speculative. The opportunity to study

other patients with both diagnoses may provide addi-

tional information concerning this theory.

The existence of sickle cell anemia did not interfere

with the diagnosis and evaluation of pheochromocyto-

ma or complicate its treatment. Blood transfusions

prior to surgery were the only exceptional treatments

required. A radionucleotide scan using [

131
I] MIBG is

a safe, noninvasive test that facilitated the identifica-

tion of an extra-adrenal tumor undetected by conven-

tional methods in a patient with SCD.

Summary
Pheochromocytoma should be considered in adoles-

cent patients who present with episodic hypertension.

Hypertension is rarely associated with vaso-occlusive

pain crises in patients with SCD and should perhaps

only be a diagnosis of exclusion after organic causes

are ruled out. In children where multiple and extra-

adrenal locations are common, and particularly when
conventional imaging methods are unsuccessful in the

localization of tumors, [

131
I] MIBG scintigraphy may

provide invaluable preoperative information.

The authors would like to acknowledge the Nuclear Medi-

cine Department at Duke University Medical Center, Dur-

ham, North Carolina, for its assistance.
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Dr. Morton’s Leadership

Physicians generally have advanced few kinds

words for any professional review organization.

However, the physicians of Virginia are indeed fortu-

nate to have had for the past two years a remarkably

fair and effective Medical Society of Virginia Review

Organization. That excellence has been largely the

result of the leadership provided by Dr. Robert V.

Morton, from the MSVRO’ s inception in January 1985

until his retirement from the organization’s presidency

late last year.

Dr. Morton was born in Portsmouth and has

spent most of his life in Virginia; he attended the

College of William and Mary and was graduated in

medicine from the Medical College of Virginia.

Along the way he left the state long enough to

attend Syracuse University and to serve a medical

internship at George Washington University Hospi-

tal. He returned to Virginia to serve as resident in

medicine at Norfolk General Hospital.

Dr. Morton has served as president, Norfolk

Academy of Medicine, as well as assistant profes-

sor of medicine, the Medical College of Hampton
Roads. He was amply prepared for his duties as

president of the MSVRO by serving as medical

director, as well as president, of the Colonial Vir-

ginia Foundation for Medical Care, Virginia Beach;

chairman, IPA Development Committee, Alliance

Health Systems, Norfolk; and chairman, Quality

Evaluation Committee, Medical Center Hospitals,

Norfolk.

That the physicians of Virginia have responded

well to Dr. Morton’s leadership is evidenced by his

own statement: 1 “To date, the MSVRO has found

that 99.9% of Virginia physicians treating Medicare

patients has provided care that meets professionally

recognized standards of quality. We deal with the

rare exception, not the general rule, of Virginia’s

medical practice.”

We shall miss Dr. Morton.

E.L.K.,Jr.

Morton RV. Peer review in Virginia. Va Med 1986; 1 13:584

Teenage Pregnancy

T he text by Thorup et al elsewhere in this issue

presents a good overview of teen pregnancy and

parenting, and it is published at a time when Virginia’s

legislators are discussing ways of dealing with the

problem of teenage pregnancy. The joint subcommit-

tee studying teenage pregnancy has strongly endorsed

the family life program previously mandated by the

legislature and has made over 30 recommendations to

*

the governor and the General Assembly.

The State Board of Education developed the family

life education program to deal with, among other

things, human sexuality, growth and development; the

value of abstinence from and avoidance of premarital

intercourse; sexually transmitted diseases; and sexual

abuse. A multiagency task force assisted the Depart-

ment of Education in developing curriculum guide-

February 1988, Virginia Medical 83



lines, and they were subjected to extensive public

hearings and modifications. Interesting enough, the

most adverse comments were directed against infor-

mation about contraceptives; it was said that such

information does not belong in a family life curriculum

in the school setting. I am puzzled by this position,

since I believe the schools should provide the knowl-

edge base upon which young people can build produc-

tive, caring citizenship. The most important compo-

nent of family life is responsible parenthood. Every

child should be wanted and planned for. It is essential

that young people become knowledgable in all effec-

tive methods of birth control.

Physicians and nurses in all communities in Virginia

will be called upon to assist the local schools by

providing accurate information in a sensitive manner.

They will also need to contact their legislators to

assure that the full program is being implemented.

We have a tremendous opportunity this year to

make an important impact on infant mortality and

teenage pregnancy. The proposed state legislation to

extend Medicaid benefits to all women under the

federal poverty level and to include ancillary services,

such as nutrition, coupled with a new focus on family

life education, could start a new era in prevention.

I fervently hope that the private and public health

sectors can cooperate fully to make this happen.

Zsolt H.B. Koppanyi, MD
Office of Family Health Services

State Department of Health

109 Governor Street, Richmond VA 23219

Perinatal Health in Virginia

The quality of perinatal health care in the Com-
monwealth affects all Virginians and should be

of utmost interest to every physician. Long recog-

nized as markers of the quality and adequacy of

health care are the perinatal, neonatal and infant

mortality rates of a country, state or region. These

numbers, drawn from carefully collected data, can

be used to compare outcomes and to evaluate trends.

Virginia has traditionally ranked below its sister

states in all three of these indices of health care,

while the United States has ranked in the 11th to

18th position worldwide. Countries whose gross

national products and expenditures in health care

per person are less than ours have lower perinatal,

neonatal and infant mortality rates than those in the

United States. Why?
Several years ago the late Gov. John N. Dalton

appointed the first Virginia Perinatal Services Advi-

sory Council (now Board) to help answer this ques-

tion. Made up of members of various health care

professions and with representation from the lay

public, the Board was asked to study perinatal health

in Virginia and to advise the State Department of

Health and the Governor as to programs needed to

improve pregnancy outcome and neonatal-infant

health in the Commonwealth. Hundreds of hours of

volunteer time have been given to the state by the

members of the Board to develop a comprehensive

perinatal health plan and to make recommendations
to further enhance the level of perinatal care for our

citizens.

As might be anticipated, there are no simple rea-

sons for Virginians’ less than stellar record for poor

perinatal health, nor are there simple solutions for

improvement. Poverty, low educational levels of the

mother, lack of prenatal care and teenage status of

the parents all play a role in poor pregnancy out-

come. However, where programs are developed to

intensify education of both health care providers and

patients in the recognition and management of cer-

tain high risk pregnancy conditions, the incidents of

low birth weight and prematurity have been lowered.

An improved working relationship between the three

medical schools in Virginia and the State Depart-

ment of Health has been an important milestone in

improving health care to the approximately 14%
segment of women and their babies who use the

Health Department as their primary source of prena-

tal, postnatal, and infant care. Significant improve-

ments have been noted in neonatal mortality and

perinatal outcome in populations served by these

cooperative health department-medical school pro-

grams. Impressive, too, has been the overall im-

provement of perinatal statistics for other perinatal

patients served by Virginia’s Health Department,

based on lessons learned from this cooperative expe-

rience.

Former Gov. Charles S. Robb and Gov. Gerald L.

Baliles have indicated that one of the goals of the

state government will be to continue to improve

perinatal health throughout the Commonwealth. It is

hoped that lessons learned during the past two years

in providing a greater level of care for certain high

risk pregnant patients will now be applied to all

women throughout the state regardless of whether

they received care in the public or private sector. It

is only through this cooperative and comprehensive

effort with adequate funding that Virginia’s high

perinatal and neonatal mortality rates can be low-

ered.

Barry V. Kirkpatrick, MD
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Memoir of Wellford Reed
1908-1987

By W. S. Dingledine, MD, B. N. Carter, II, MD,
M. Nottingham, Jr., MD, and W. A. Johns, MD

Dr. Wellford Claiborne Reed died on March 6, 1987,

at the age of 79. Born on August, 1908, the son of

Jennie Larus and John Hobart Reed, “Welly,” as he

was affectionately known by many of us, was a warm,

compassionate person and a physician with keen diag-

nostic acumen.

He was the middle child of a large, distinguished

Richmond family of two girls and five boys. One
brother, the late Dr. John H. Reed, Jr., was for years a

surgeon with St. Luke’s Hospital and a former medical

missionary to China. Wellford’ s grandfather, Charles

Dunning Larus, was one of the founders of Larus and

Brothers Tobacco Company (makers of Edgeworth)

out of which came the first radio station in Richmond,

WRVA, and the third television station, Channel 12.

Welly attended school in Richmond and at Green-

briar Military School, was graduated from Hampden-
Sydney College, and received his medical degree from

the Medical College of Virginia. After internship at

Johnston-Willis Hospital and residency training in

medicine at MCV, he spent a year in Boston as a

fellow with Dr. Paul Dudley White.

He returned to Richmond to practice, at first in

association with Dr. Morrison Hutcheson and subse-

quently in solo practice. Welly spent several years as a

commander in the US Navy in the Pacific Theater

during World War II. His professional activities in-

cluded directing the EKG service at Johnston-Willis

Hospital and later, in conjunction with Dr. Reno
Porter, at Richmond Memorial Hospital. He was certi-

fied in internal medicine and cardiology, was a mem-
ber of the Richmond Academy of Medicine, The
Medical Society of Virginia, the Southern Medical

Association and the American Medical Association

and was a fellow of the American College of Physi-

cians. He served on the medical staff of Johnston-

Willis, Richmond Memorial and Retreat Hospitals,

was an assistant professor of clinical medicine at

MCV, and was co-chief of medicine and a member of

the board of directors at Johnston-Willis Hospital.

Wellford was a member of the First Presbyterian

Church and was formally ordained a deacon at Ginter

Park Presbyterian Church. A long-time member of the

Country Club of Virginia, he was an avid and skilled

golfer. He also enjoyed fishing and for years kept a

boat near Cobbs Creek.

He married Elizabeth Lewis, who died in 1973.

They had two children, Patty Moon Reed McLaughlin

and Wellford, Jr., and five grandchildren; Elizabeth

Lewis McLaughlin, Frank Reed McLaughlin, Patty

Moon McLaughlin, Helen Lathrop Reed and Wellford

Claiborne Reed III. In 1977 Wellford married Mildred

Bellows Morrisette, who survives him.

Throughout his professional career Welly’s primary

goal was to provide quality care to all those patients

who sought his assistance. He achieved this goal with

a kindness and gentleness that earned the respect and

affection of all who had the privilege of knowing him

and working with him. His presence will be sorely

missed by all of us. We emulate him as the “compleat

physician”.

Memoir of M. C. Miller

1932-1986

By Trajford Hill, Jr., MD

Dr. Murray C. Miller of Virginia Beach died Octo-

ber 23, 1986, at the age of 54.

Brought up in the Philadelphia area, Dr. Miller was
graduated from Temple University with a BA (1954)

and an MD (1958). He interned at Los Angeles General

Hospital and was in the Air Force as a general medical

officer from 1959-62. He received training in psychia-

try at Stanford University Medical Center and Temple
University Medical Center and was a graduate of the

Philadelphia Psychoanalytic Institute (1961-1973). He
was a diplomate of the American Board of Psychiatry

and Neurology. His private practice of psychiatry and

psychoanalysis in Virginia Beach and Norfolk extend-

ed from 1974 until his death.

Dr. Miller enjoyed an excellent reputation among
his colleagues. A psychiatrist’s psychiatrist, he was
often referred difficult cases, acted as a supervisor to

residents at the medical school and Portsmouth Naval

Hospital, and was consulted by peers. His patients

adored him. He was honest and empathic and helped

patients both to deal with their illness and to grow
emotionally.

He was a strong family man, proud of his sons, Jim

and Murray, and devoted to his wife, Daisy. He was a

firm believer in family unity and spent much of his free

time in family activities. He shared his protean inter-

ests with patients, friends, neighbors, colleagues, and

family in a gracious, informative and comfortable

manner. Those of us who knew Murray will sorely

miss this intelligent, warm, and caring man.
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Advice to Authors

Copyright of an article published in Virginia Medi-

cal is retained by the author, but the copyright to each

entire issue as a collective work is the property of The

Medical Society of Virginia, and permission to reprint

all or any part of a published article must be negotiated

with the author and the Editors jointly. The reprinted

material must carry a credit line signifying that it first

appeared in Virginia Medical.

Manuscript Preparation

Medical articles, editorials, essays, Letters to the

Editor and all other text submitted for publication must

be double-spaced throughout, including references, leg-

ends and all other elements. The material should be

typed on one side of the paper, with generous margins of

at least l 1/* inches all around. Do not use all-caps or a

script typeface. Submit one original of the communica-

tion and one copy. If the material is not accepted, the

original will be returned; the copy will be retained.

The author is responsible for the accuracy of all

statements and references. Acronyms and other abbre-

viations should be kept to a minimum; unless an acro-

nym is widely known and used by all specialties, it

should be fully explained in the text. Refer to pharma-

ceutical products by their generic names; brand names

may follow in parentheses and should carry registered

trademarks where applicable. All units of measure

should appear in the metric system. References, typed in

double-space, should be listed in the order of their

citation in the text, not alphabetically. They should

follow Virginia Medical’s typographic style for refer-

ences; the typist should study this style as it appears in

each issue.

Illustrations should be black and white glossy prints,

with legends typed in double-space on a separate sheet of

paper. Virginia Medical has no budget for printing in

color; the author who wishes to publish a four-color

figure may negotiate to pay for the costs.

Attach to the contribution a covering letter giving the

address and telephone number of the person who will

correspond about it and address the completed commu-
nication to the Editors, Virginia Medical, 4205 Dover

Road, Richmond VA 23221.

All manuscripts are subject to editorial changes. If

extensive revision is deemed necessary, the author will

receive for approval a draft of the article as edited.

There are many excellent handbooks of effective

writing, among them The Elements of Style, by William

Strunk, Jr., and E. B. White (MacMillan); The Careful

Writer: A Modern Guide to English Usage, by Theodore
M. Bernstein (Atheneum); and How to Write and Publish

a Scientific Paper, by Robert A. Day (ISI Press).

NEW
MEMBERS
Alexandria Medical Society

William S. Berman, MD, Preventive Medicine/Rehabilita-

tion, 5201 Leesburg Pike, Falls Church VA 22041

Melissa B. Friedland, MD, Family Practice, 4600 King St.,

Alexandria VA 22302

Arlington County Medical Society

Kenneth G. Mason, MD, General Surgery, 1715 N. George

Mason Dr., Arlington VA 22205

Culpeper County Medical Society

Jack B. Perlmutter, MD, Orthopedic Surgery, 663 Sunset

Ln., Culpeper VA 22701

Fairfax County Medical Society

Alexandra M. Kazakis, MD, Dermatology, 5510 Alma Ln.,

Springfield VA 22151

Daniel A. Laurent, MD, Urology, 2673 Centennial Ct.,

Alexandria VA 22311

Richard C. Ranard, MD, Gastroenterology, 6845 Elm St.,

McLean VA 22101

Eric Z. Silfen, MD, Emergency Medicine, 9109 Cranford

Dr., Potomac MD 20854

Norfolk Academy of Medicine

Martin A. Fogle, MD, Vascular Surgery, 6219 E. Virginia

Beach Blvd., Norfolk VA 23502

Roanoke Academy of Medicine

Eduardo K. Lofranco, MD, General Surgery, 3312 Stone-

henge Square, SW, Roanoke VA 24018

Southwestern Virginia Medical Society

James G. Nuckolls, MD, Internal Medicine, 199 Hospital Dr.,

Galax VA 24333

Residents

M. Candace Whitehurst, MD, Internal Medicine, 813 Gates

Ave., Norfolk VA 23517
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Offers free postcards to alert

Congress to tobacco-related deaths

About 10,000 Virginians die each year directly due

to tobacco use, and over 100,000 suffer from debilitat-

ing diseases either directly due to, or aggravated by,

tobacco use. To reduce tobacco’s toll on the health of

Virginians, the Virginia Interagency Council on To-

bacco or Health coordinates the efforts of the Ameri-

can Lung Association of Virginia; the American Heart

Association, Virginia Affiliate; Virginia GASP (Group

to Alleviate Smoking in Public), and other organiza-

tions in providing public information and programs.

We would like to offer each of Virginia Medical’s

readers a supply of postcards to mail to his/her United

States representative upon the death of a patient from

a disease related to tobacco use. The card simply

states that another patient has died a tobacco-related

death and asks the legislator to keep this in mind when

voting on tobacco and health issues. A supply of cards

may be obtained free of charge from the American

Lung Association of Virginia, PO Box 7065, Richmond

VA 23221, or from any other of our member organiza-

I know that doctors are more acutely aware than

ever of the health effects of tobacco use. The cards

offer a quick and effective means of sharing our

experience with our elected representatives.

Kevin R. Cooper, MD
Virginia Interagency Council on Smoking/Health

Box 50, MCV Station, Richmond VA 23298

Urges annual review for

Injured Infants Act assessment

Upon receiving the mandatory assessment notice

for the Birth-Related Neurological Injury Act, one

finds receipt of the IRS form 1040 almost enjoyable.

This act is a horrifying piece of legislative burlesque,

not only for what it is but also for what it implies and

what it portends. A landmark indeed, an odious exam-

ple whose emulation should be assiduously avoided by

other state legislatures.

We all commend our colleagues who toiled selfless,

long days in a good-faith effort. In the end, coercive

circumstances forced a capitulation to political reality.

The attorneys ducked, we didn’t.

We also readily commiserate with our obstetrical

THEMOSTCOMMON MEDICAL DISORDER
Headache is the mostcommon medical

disorder of modem man. It has been
estimated that one out of three Ameri-
cans suffers from severe headaches at one
time or another.

The burden on patients, their families

and co-workers due to chronic or severe

headache is enormous with approximate-
ly 124 million workdays lost yearly due to

headache.
TheRICHMOND HEADACHECENTER

is the first facility of its kind in Central

Virginia that deals solely with the diag-

nosis and management of headache.
RICHMOND HEADACHECENTERwas

founded by a group of practicing neurol-

ogistsand clinical psychologistswho recog-

nized the need for a cooperative effort in

treating chronic and recurrent head-

aches.

If you would like further information

please call the RICHMOND HEADACHE
CENTER.

RICHMOND
HEADACHE
CENTER

6767 Forest Hill Avenue

Richmond, Virginia 23225
Telephone (804) 320-3750
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brethren, who find themselves at “ground zero” when
results are less than perfect.

But let us put aside the disarming euphemisms and

designer labels and call this act what it is—a mugging

with a velvet glove, with no logical end or limit in

sight. Yes, in keeping with “state of the art” account-

ing, compensation will be indexed to a cost of living

allowance (COLA).

This societal dilemma, which should be funded

through state welfare and general revenue funds, is to

be managed with a “mandatory assessment.” By
assuming any measure of fiscal responsibility, we in

medicine become responsible for the uncontrollable.

“No fault” becomes “our fault.” This perception will

solidify.

Forced upon us in this way, this act attempts to

paper over the larger malpractice crisis, a crisis creat-

ed by those who pervert a complicitous tort system to

their own ends.

Let us keep this anomalous act on the short leash of

annual review. Let the sun set on this “assessment”

before it takes permanent root as a fixed levy, like a

toll booth on an old bridge. Let us not head for the tall

grass on this one since next we will be asked to

underwrite hurricanes and earthquakes.

John E. Termini, MD
1440 Emerson Avenue
McLean VA 22101

Waiting Rooms Rejoice!
No floor mess
Quiet play

Terrific fun!

#305 EXPRESS LARGE
15x13x19

$54.95 WITH FREE SHIPPING! #300 EXPRESS SMALL
'

1

15x3x13

3 dimensional mazes $33.95 with free shipping!

of colorful wooden
beads and wire rails in red, blue, green

and yellow. Develop hand-eye coordination

and counting and color skills. Solid,

beautiful hardwood bases allow several

children (or adults!) to play at once.

CALL TOLL FREE 1-800-628-2828 EXT 660 MC/VISA

OR MAIL name, address

and check to:

PA residents must add 6% sales tax

100% satisfaction or your money back

lU P.O. Box 187
Blue Bell, PA 19422

The Editors were dismayed to learn that the lady

shown in theforefront of this photograph was misiden-

tified in the January issue. She is Mrs. Edward V.

Brush, Jr., whose husband is a general practition-

er in Lexington; the setting was the Homestead, where

new 50- Year Club members, including Dr. Brush,

received certificates from then-President Richard L.

Fields during The Medical Society of Virginia’s annu-

al meeting. Mrs. Brush was erroneously described as

the wife of the physician at far right, Dr. Alexander

McCausland. Standing at left is Dr. John L. Guerrant.

Clements&Company

Medical Malpractice Insurance

for

Board-Certified Physicians

In Virginia

Clements & Company
Insurance Specialists

Professional Liability Department

202/872-0060
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PWYSICIAHS
We are announcing opportunities for

you to serve your country as an Air Force

Reserve physician/officer You can make
new professional associations, obtain

CME credit and help support the Air

Force mission. For those who qualify,

retirement credit can be obtained

as well as low cost life insurance.

One weekend a month plus two
weeks a year or less can bring

you pride and satisfaction in

serving your country.

CALL COLLECT (804) 764-6480
MSGT Johnson
Or Fill Out Coupon and Mail Today!

Name

To: Air Force Reserve Recruiting Office

OLAI, 2614 RRS/RSH
13th USAF CONT. HOSP/DET 2
Langley AFB, VA 23665-5300

Address

City

Phone _

State

Medical Specialty

Zip

Prior Service? Yes _

Date of Birth

.

No

AIR FORCE RESERVE 14 - 814-010

A GREAT WAY TO SERVE



M. E. Stallings, Jr.

(D-Virginia Beach)
Charles L. Waddell

(D-Sterling)

From the House
A. L. Philpott, Speaker

(D-Bassett)

Robert W. Ackerman
(D-Fredericksburg)

G. Steven Agee
(R-Roanoke)

Robert T. Andrews
(R-McLean)

Robert S. Bloxom
(R-Mappsville)

Leslie L. Byrne
(D-Falls Church)

Vincent Callahan, Jr.

(R-McLean)
Mary T. Christian

(I-Hampton)
W. W. Clement
(D-Danville)

Howard E. Copeland
(D-Norfolk)

Hatcher Crenshaw, Jr.

(R-Richmond)
Joseph P. Crouch

(R-Lynchburg)
Jean W. Cunningham

(D-Richmond)
Robert K. Cunningham

(R-Springfield)

Jay W. DeBoer
(D-Petersburg)

Alan A. Diamonstein
(D-Newport News)

Two new delegates, William J.

Howell (R-Fredericksburg), left,

and Mark W. Hagood
(R-Halifax), center, with

Dr. Edwin J. Harvie, Jr.

V. Earl Dickinson
(D-Mineral)

John G. Dicks, III

(D-Chesterfield)

James H. Dillard, II

(R-Fairfax)

J. Robert Dobyns
(D-Dublin)

Willard R. Finney
(D-Rocky Mount)
A. R. Giesen, Jr.

(R-Waynesboro)
William F. Green

(D-Lebanon)
Raymond R. Guest, Jr.

(R-Front Royal)
Mark W. Hagood

(R-Halifax)

Franklin P. Hall

(D-Richmond)
Charles R. Hawkins

(R-Chatham)
George H. Heilig, Jr.

(D-Norfolk)
S. Page Higginbotham

(R-Orange)
William J. Howell
(R-Fredericksburg)

Jerrauld C. Jones
(D-Norfolk)

Gladys B. Keating
(D-Franconia)

Stephen H. Martin
(R-Richmond)
Alan E. Mayer
(D-Lincolnia)

Dorothy S. McDiarmid
(D-Vienna)

Frank Medico

From the Senate

Howard P. Anderson

(D-Halifax)

Hunter B. Andrews
(D-Hampton)

Joseph B. Benedetti

(R-Richmond)

Daniel W. Bird, Jr.

(D-Wytheville)

Elmo G. Cross, Jr.

(D-Mechanicsville)

Edwina P. Dalton

(R-Richmond)

Clive L. Duval, II

(D-Arlington)

Joseph V. Gartlan, Jr.

(D-Mason Neck)

Clarence A. Holland

(D-Virginia Beach)

Edward M. Holland

(D-Arlington)

Richard J. Holland

(D-Windsor)

Edward R. Houck
(D-Spotsylvania)

Johnny S. Joannou

(D-Portsmouth)

Benjamin J. Lambert, III

(D-Richmond)

Emilie F. Miller

(D-Fairfax)

Kevin G. Miller

(R-Harrisonburg)

Yvonne B. Miller

(D-Norfolk)

Wiley F. Mitchell, Jr.

(R-Alexandria)

Frank W. Nolen
(D-New Hope)

Robert E. Russell

(R-Bon Air)

Elliot S. Schewel
(D-Lynchburg)
Robert C. Scott

(D-Newport News)

Talkabout

I
t isn’t easy to crowd the big ballroom of the Com-
monwealth Club in Richmond, but the sixth annual

VaMPAC receiption for Virginia’s legislators came
close to it. This year the entire General Assembly was

invited, instead ofjust the leadership as previously, and

an estimated 350 senators, delegates, legislative aides,

physicians and spouses milled about beneath the crystal

chandeliers. Lieut. Gov. L. Douglas Wilder, showed
up, too, and so did Attorney General Mary Sue Terry.

Since the General Assembly was to open its 1988 ses-

sion the next day, there was plenty to talk about.

Of the 180 invited legislators, these 24 senators and

58 delegates came:
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(R-Alexandria)

William S. Moore, Jr.

(D-Portsmouth)
Harvey B. Morgan

(R-Gloucester)

Thomas W. Moss, Jr.

(D-Norfolk)

W. Tayloe Murphy, Jr.

(D-Warsaw)
J. W. 0‘Brien, Jr.

(D-Virginia Beach)
Phoebe M. Orebaugh

(R-Broadway)
Lewis W. Parker, Jr.

(D-South Hill)

Harry J. Parrish

(R-Manassas)
Ford C. Quillen

(D-Gate City)

William P. Robinson, Jr.

(D-Norfolk)

Kenneth B. Rollins, III

(R-Leesburg)

J. A. Rollison, III

(R-Woodbridge)
Alson H. Smith, Jr.

(D-Winchester)

C. Jefferson Stanford

(R-Pearisburg)

S. Wallace Stieffen

(D-Hampton)
Robert Tata

(R-Virginia Beach)
A. Victor Thomas

(D-Roanoke)
Mitchell VanYahres
(D-Charlottesville)

John C. Watkins
(R-Midlothian)

S. Vance Wilkins, Jr.

(R-Amherst)
Clifton A. Woodrum

(D-Roanoke)
Jane H. Woods

(R-Fairfax)

MSV President Glenn B. Updike, Jr., left,

and Sen. Howard P. Anderson (D-Halifax)

Del. V. Earl Dickinson (D-Mineral), left,

and Dr. Percy Wootton

Photographs by Cyane Lowden
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SCHEDULE

MBYTES
NEWSFROM Ufl IVIED’S COMPUTER ROOM

MEDICARE SIGNUP DEADLINE, NEW REIMBURSEMENT

Time’s running short for those physicians who
are thinking of changing their Medicare status. If
you don’t send Travelers Medicare a signal
by March 31, you’ll have to live for another
year with your previous decision to participate
or not. The ’’Dear Doctor’’ package sent to you
last month included a contract with which you
can sign up. To rescind, you must write a letter. If

you have a question, call the professional
relations department at Travelers Medicare,
(804) 254-4113.

On April 1, new allowances for Medicare
reimbursement will become effective. Here they
are, as furnished by David J. Latham, associate
manager, Travelers Medicare, Richmond. The
figures were computed on charge data for the
period July 1, 1986, to June 30, 1987, and
are limited by the Medicare Economics Index
(MEI), which measures the annual increase in

the costs of physician services.
For participating physicians, the prevailing

allowance for the primary care services shown
below Is increased by 3.6%, and for all other
services, the increase Is 1%. For nonpart icipat ing
physicians, the increase for primary care services
is 3.1%, and for all other services, .5%; thus
for the nonpar the payment differential goes
fi-om the previous 4% to 4.5%.

Primary Care Services
Office Medical
Home Medical
Skilled/Intermediate Care
Nursing Home
Emergency Department

CPT
90000-90080
90100-90170
90300-90370
90400-90470
90500-90580

HCPCS

X9040-X9047
X9050-X9057

Other reimbursement changes:
Effective with services rendered on or

after April 1, prevailing charges for a number
of diagnostic and surgical procedures designated
by HCFA as ’’overpriced” will be reduced subject
to a natiowide floor. They are bronchoscopy,
carpal tunnel repair, cataract surgery, coronary
artery bypass surgery, dilat ion/curretage

,

knee arthroscopy/arthroplasty, pacemaker implant,
total hip replacement, suprapubic prostatectomy,
transurethral prostate resection, upper GI
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MECJBYTE

endoscopy, and A-mode ophthalmic ultrasound.
Payments for physician services furnished

in ambulatory surgery centers or hospital outpatient
departments on an assignment basis are subject
to deductible and coinsurance.

Reimbursement for nonphysician services
(orthotics, prosthetics, durable medical equipment)
is frozen at 1987 levels for services rendered
through December 31, 1988.

In determining allowances to anesthesiologists
for concurrent direction of two or more certified
nurse anesthetists (CRNAs) , the number of base
units recognized is reduced by 10% for two
concurrent procedures, 25% for three, and 40%
for four

—

except in cataract surgery and
iridectomies, for which the base units recognized
are reduced by 10% for two or more concurrent
procedures. Claims for the supervision of CRNAs
must indicate the number and types of concurrent
procedures and the names of the CRNAs.

In the past, physicians and independent
laboratories have had the option of billing
for clinical diagnostic laboratory services
on an assigned or nonassigned basis. As of
January 1 of this year, however, billing patients
on a nonassigned basis is unacceptable, and
doctors and labs who do so "knowingly and willfully
and on a repeated basis" are subject to the
same sanctions as physicians who violate MAAC
limits

.

LEGISLATORS IN NO HURRY TO PASS AIDS BILLS

As predicted in these pages in the January
issue, a rash of bills dealing with AIDS legislation
was introduced at the General Assembly’s current
session, but thanks to the efforts of The Medical
Society of Virginia's lobbying team and medical
disease specialists, the legislators moved
cautiously on them. Indeed, of the 29 such
measures , all but a few had been deferred by
midFebruary, and only the triad of resolutions
calling for a careful legislative study of
AIDS-related issues seemed assured of
passage. Dr. Lisa Kaplowitz, the savvy,
plain-speaking AIDS specialist who is a member
of the MSV Committee on AIDS, applauded the
proposed study and told a reporter that a "well
thought-out plan” is exactly what's needed. —A . G

.
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MEETINGS
March 17

39th Annual Postgraduate Program, Roanoke Memorial Hos-

pitals, Roanoke. Health Education Department, (703) 981-

7009.

March 21-25

Virginia Statewide Nosocomial Infection Control Program:

Basic Course (University of Virginia Medical Center), Char-

lottesville. Debbie Crickenberger, (804) 924-2143 or -2111.

March 28-29

Cerebral Palsy: Medical, Surgical and Therapeutic State of

the Art (Children’s Rehabilitation Center), Charlottesville.

Susan Frazier, (804) 924-0220.

April 6

35th Annual Clinical Conference of Louise Obici Memorial

Hospital, Suffolk. George J. Carroll, MD, (804) 934-4692.

April 8-9

4th Annual Symposium on Geriatric Medicine (Eastern Vir-

ginia Medical School), Williamsburg. CME Office, (804) 446-

5242.

April 11-22

International Pediatric Conference: Springtime in Florence

(Fairfax Hospital), Rome and Florence, Italy. CME Office,

(703) 698-2572.

April 14-16

J. Donald Woodruff Symposium 1988: Provocative Topics in

Gynecologic Oncology (Johns Hopkins), Baltimore. 15.45

credit hrs. Fee: $350; Saturday only, $100. CME Office,

(301) 955-6085.

April 15-16

27th Annual Swineford Allergy Conference (University of

Virginia), Charlottesville. 9 credit hrs. Fee: $75. Thomas
A.E. Platts-Mills, MD, (804) 924-2227 or -5917.

April 20-23

Clinical Electrocardiography: Basic Concepts and Interpreta-

tion (Eastern Virginia Medical School), Ciystal City/Wash-

ington DC. CME Office, (804) 446-5242.

April 22-24

23rd Annual Pediatric Springfest (Medical College of Virgin-

ia), Williamsburg. 11.5 hrs. credit. Office of CME, (804) 786-

0494.

April 23

Regular meeting of the Council of The Medical Society of

Virginia, Richmond. James L. Moore, Jr., (804) 353-2721.

April 22-23

Pediatric/Adult Clinical Update in Allergy for the Practicing

Physician (Johns Hopkins/Asthma and Allergy Foundation),

Annapolis. Fee: $200 before March 15, $225 after. CME
Office, (301) 955-6085.

May 4-6

1988 High Blood Pressure Conference for Public Health

Service Regions 2 and 3, Richmond. Paula Ciavarella or

Joann Richardson, (804) 786-4065.

May 5-8

8th Review of Practical Dermatology for the Primary Care

Physician (Eastern Virginia Medical School), Disney World

Village, Lake Buena Vista, Florida. Office of CME, (804)

446-5243.

June 1-18

1st Summer Institute in Environmental Studies (Johns Hop-

kins), Baltimore. Office of CME, (301) 955-2609.

June 2-3

Broyles Symposium: The Science and Surgery of Laryngeal

Cancer (Johns Hopkins), Baltimore. CME Office, (301) 955-

6085.

July 10-13

March of Dimes Clinical Genetics Conference: Heritable Dis-

orders of Connective Tissue and Skeletal Dysplasias (Johns

Hopkins/March of Dimes Birth Defects Foundation), Balti-

more. 21 credits hrs. Fee: $150 before June 1, $175 after.

CME Office, (301) 955-3168.

ARCTIC INUIT ART
Fine Sculpture for Business

and Personal Collections
Judy Burch

Phone (804) 285-0284

P.0. Box 233

University of Richmond, I/a. 23173-0233
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Here reviewed are some books by physicians

and some books about physicians. Most of them

are new. Two are old favorites of the reviewers.

All illuminate the practice of medicine.

Our Patients, Ourselves

THE UNCERTAIN PHYSICIAN
By Kurt Link.

151 pp. Jefferson, North Carolina:

McFarland and Co., 1987. $14.95.

By Eugene M. Newman

T he physician who practices

any degree of primary care

should enjoy this book; I cer-

tainly did. Dr. Link tells us not only

about the concerns and problems he

has experienced over the years but

in a simply yet eloquently worded
manner tells us a lot about our-

selves. A number of times while

reading this book I chuckled to my-
self in happy surprise as he verbal-

ized things I had thought about in my
own experience but had not realized

were common to many of us.

Dr. Link dedicates the book to his

patients, which is a nice touch, and

in the introduction tells us that “this

book is about the everyday dilem-

mas of an ordinary medical practice;

about medical decisions and how
they are made; about me and my
patients.” Further down the page he

says, ”.
. .1 do not believe that I

own or control my patients. But they

are my patients, and I am their doc-

tor; this implies a serious relation-

ship, a commitment on my part to do

Dr. Newman is an internist specializ-

ing in diabetes and endocrinology. Ad-

dress correspondence to him at 5855

Bremo Road, Richmond VA 23226.

my best for them and a commitment
on their part to trust me enough to

let me try.”

He divides the book into the vari-

ous general problems that primary

care doctors experience, which be-

come dilemmas because of compli-

cations. He talks of pharyngitis, the

uncommon cold, high blood pres-

sure, and about the routine physical.

He has a chapter labeled “Con-

flicts” which I found particularly

interesting. “Sometimes. . .my own
needs conflict with the needs of my
patients,” he says. “Then I am test-

ed. .
.” He then describes specific

things that give him these conflicts,

including the 1-3 am phone call, Fri-

day afternoon calls, and money. He
says, “My decision to ‘order’ tests

and services. . .affects my finances

as well as my patient’s.” He talks of

HMO problems, and then he goes on

about “the taking of risks.” He
says, “But sometimes the situation

arises where my decision may deter-

mine whether I or my patient has to

take the risk. In that case, I am
tempted to protect myself at the ex-

pense of my patient.”

About calling in a consultant he

says, “If I call in a consultant every
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time I approach the limits of my
knowledge, I will wind up able to do

nothing; I will become an (expen-

sive) conduit through which others

take care of my patient.” I had to

laugh at another description: “Some-
times I will pick a consultant for his

ability to deal with the emotional

needs of patients and sometimes for

technical skill. I knew a surgeon

once who could literally remove a

gallbladder in 20 minutes and have

the patient walking about the next

day. He would, however, remove
anyone’s gallbladder, whether they

needed the surgery or not. I called

him in only when I knew if, and

what, surgery was required. I called

on others if I was unsure about the

case and needed advice.” He talks

about the problems that ensue when
he is the consultant and when he

teaches medical students.

He closes the chapter by making

what I consider to be very lucid

comments on how many of us solve

these conflicts. “If I am a vendor,

and my patient a consumer, what are

the rules that define our relation-

ship? Those of the marketplace? Am
I to treat my patient as a merchant

treats his customers?” Is my patient

to treat (and trust) me like he does a

salesman? These questions become
ever more pressing as profit-oriented

corporations and budget-minded

government agencies increasingly

control the practice of medicine, and

me, and the choices available to my
patients. I often worry about these

things, but when I am face-to-face

with a sick patient, and feel engaged

by the critical problem at hand, ev-

ery concern and extraneous thought

falls away and I am alert, wary, and

excited—only the patient exists, and

my need to make the right deci-

sion.”

He then describes troublesome

patients whom he just doesn’t like to

take care of but feels the responsibil-

ity to try, and finishes with a poi-

gnant realization: ”.
. .sometimes,

even, if I have enough staying pow-
er, the personality and the person

many emerge from the mists of

symptoms, and a mutuality of re-

spect and even, possibly, affection

may develop. Trouble, sometimes,

can be overcome.”

He tells us something about what

it means to be a gatekeeper these

days and ends with a chapter about

being a local medical doctor. About

how hard it is to keep up with medi-

cal journals he says, “I tear the

wrapper off each new issue to see if

there is something new of special

interest to me; such articles I devour

on the spot. Then I put the journal

away for later reading. But later of-

ten never comes, and the pile of

unread journals slowly grows, its

WELL-known to Medical So-

ciety of Virginia members
as a pediatrician and for-

mer chairman of the Society’s Insur-

ance Committee, Dr. Alvin E. Con-
ner has distinguished himself as an

appealing and important author. His

work on how the Dunkers reared their

children before the turn of the century

is a resource for the historian and the

student of human behavior.

First-person accounts of life as a

Dunker child have been collected in

abundance by Dr. Conner, who is

himself a fourth generation Brethren

on both sides of his family. The
accounts in themselves make good

Dr. Haun was reared in the Quaker

faith. She is a psychiatrist practicing at

336 South Main Street, Woodstock VA
22664, and a member of Virginia

Medical’s Editorial Board.

accusing presence tainting my every

moment of leisure.”

Dr. Link practiced medicine for a

while, then taught, and now is in our

midst in Richmond in practice again,

where “I am at my best face-to-face

with one patient.” When a new pa-

tient comes in, “I know I will be

tested,” he writes. “I pray that my
knowledge and understanding will

be sufficient.. that I will be worthy of

my patient’s trust. I am an LMD.”
I finished reading this book feeling

very satisfied, recognizing that

somehow in this imperfect world

there is a place for an imperfect but

caring physician.

reading and fertile ground for remi-

niscence and extrapolation. Persons

who are descended from Old Ger-

man Baptist Brethren or who are

currently participating members of

the Brethren Church will identify

with much of the book’s rich con-

tents.

Embellishing the manuscript are

the collection of photographs depict-

ing rural life and a number of family

portraits. The photographic chroni-

cle is especially remarkable in that

the Brethren considered photo-

graphs to be “graven images,” so

that much of the permanent imagery

is left to the imagination. The state

of the art of photography itself was

not sophisticated at the time Dr.

Conner describes.

A fuller understanding of the sim-

ple lifestyle, devoid of a preoccupa-

tion for possessions and personal

Remembrance of Values Past

SECTARIAN CHILDREARING
The Dunkers 1708-1900.

By Alvin E. Conner.
Illustrated. 247 pp. Gettysburg, Pennsylvania:

Brethren Heritage Press, 1987. $19.95.

By Eloise C. Haun
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“Shifflet Hollow. Dad baptizing in stream nearby church,” says the notation on this

photograph taken in 1924 and reproduced in Alvin Conner’s book on the Dunkers.

Courtesy Mrs. Crystal Wakeman.

wealth, is described by the author.

Strict adherence to the Scripture and

a life reflected by this devotion is

then translated into the next genera-

tion in the childrearing practices of

the Dunkers.

The sagacious Dunker father is the

acknowledged leader of the family.

It is curious that pride in one’s self is

considered offensive. There is, nev-

ertheless, respect for human life and

dignity and certainly each family

member is highly valued for the con-

tribution each could make to the

welfare of the family and the com-
munity. Of considerable importance

was the child’s value as a working

member of the family. Self-respect

was certainly developed in terms of

how one could contribute and had to

contribute to the survival of the fam-

ily. There was no frivolity or superfi-

ciality applied to the ego dressing of

the developing individual.

Self-examination and examination

of the world in a communal sense

was practiced by the Dunker com-

munity in their meetings and through

the use of what was called “que-

ries.” These queries were questions,

formulated by the churches pertain-

ing to faith and practice to be an-

swered by virtual consensus by a

committee of elders. Through their

isolation and separation from the

rest of the world, the Dunker com-

munity was continuing to grow and

develop its own life style and adapta-

tion to changes within the world.

Were these children captives of an

idealized lifestyle, deprived of the

resiliency and vision to adapt to the

outside world, or were they en-

dowed with integrity, industry, faith

and courage to endure whatever vi-

cissitudes life had to offer? Did the

sect survive due to the childrearing

practices transmitting durable values

or was it successful because of its

economy. Is the 18th and 19th century

Dunker child so much of an anach-

ronism in the 20th century? Dr. Con-

ner addresses these questions elo-

quently and in good order as would

be typical of the birthright Brethren.

Looking to the past as a prologue to

our future can inspire us as clinicians

and purveyors of pediatric medicine.

Virginia physicians, particularly, are

indebted to Dr. Conner for his ef-

forts to bring to life a portrait of the

individuals who comprise much of

our population. Rather than a bene-

diction to the past, Dr. Conner has

produced an entertaining, readable

and substantial work, which is useful

to us all.

A history of perceptions of child-

hood in history and religion are reca-

pitulated. An effort to apply psychol-

ogy to the data is made. The most

credible components are those of

social and family pressures and an

obligatory participation of church

members in the observation and di-

rection of youth.
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Pediatric practice today is inexo-

rably involved in childrearing. To

understand the heritage from which

families and individuals emanate

makes for competent formulations in

diagnosis and treatment. At a time

when so many of our children are

castaways, even in an affluent socie-

ty, a remembrance of past values

could help. Remembrance, if not

repetition, and adaption of the nur-

ture and discipline could help.

Another book from Dr. Conner

would be welcome, describing what

is currently the state of affairs in

Dunker practice. More biography

would be another interesting sequel.

T he Medical College of Virgin-

ia began in 1838 as the medi-

cal department of Hampden-
Sydney College in what had been the

Union Hotel at 19th and Main
Streets in Richmond. In 1854, upon

petition by the faculty, the depart-

ment was granted a charter as a

separate institution.

Almost 80 years later, in 1917, the

Richmond School of Social Work
and Public Health opened in three

bedrooms of a residence near the

State Capitol building. Later the

school was renamed the Richmond
Professional Institute.

In 1968, by act of the Virginia’s

General Assembly, the college and

Dr. Conner is a graduate of the Medi-

cal College of Va. He is the author of the

book on the Dunkers reviewed above.

Address correspondence to him at 8643

Ambrose Court, Manassas VA 22110.

Perhaps this will be forthcoming.

Analysis of families and communes
has been available, but I know of no

literature so enjoyable as what we
have in this work. My personal

thanks to Dr. Conner is extended,

because I am surrounded by the

Brethren in Shenandoah County.

There is a mainstreaming to be sure,

but Dr. Conner has taught me to take

a closer look.

Dr. Conners’ book may be ordered

from the Brethren Heritage Press, 24

Chambersburg Street, Gettysburg PA
17325. To the price of $19.95 add

$1.50 postage and handling.

the institute were merged to form an

“urban university.” Virginia Com-
monwealth University was selected

as its name.

The story of how all this came
about, from 1838 onward, is told in

this sesquicentennial history, which

interweaves the complex histories of

both schools, a saga that could have

been confusing in the telling but,

renowned writer that he is, Virginius

Dabney doesn’t stint on details yet

brings it all together satisfactorily in

the last few chapters.

The history of an institution of

necessity is made up largely of

times, places and events. Mr. Dab-

ney, who won a Pulitzer Prize when
he was editor of the Richmond
Times-Dispatch, adroitly places

these in their proper order. In addi-

tion, he explains the reasoning be-

hind many of the pivotal decisions

that have affected the course of the

Medical College of Virginia. His re-

portorial style provides color and

vigor to well-researched and docu-

mented data and brings to life those

who led in VCU’s development.

Since the Medical College of Vir-

ginia is the older of the two merged

institutions, most of the book is

about MCV, and this history falls

into three periods: 1838-1925, 1925-

56 (the Sanger presidency); and

1956-present.

The first period has a compelling

element: the battling doctors. As de-

scribed, the medical professionals of

this era were vicious, mean, argu-

mentative and slanderous. “Con-

frontations were almost unbeliev-

able in their intensity,” Dabney
states. A duel was narrowly averted,

police were called on two occasions,

and there was a suicide. This medi-

cal infighting was due to the lack of

standards in medical education,

which resulted in imposters, quacks,

diploma-mill graduates, university

graduates with no medical training,

and physicians with postgraduate

work abroad all practicing on an

equal footing in the same medical

community.

Larger, institutional controversies

also had to be resolved as MCV
grew, and the author deals frankly

and objectively with these. He dis-

cusses the pressures to combine

MCV with the University of Virginia

School of Medicine; the formation in

Richmond in 1893 of the competing

University School of Medicine,

which was absorbed by MCV in

1913; and the “bricks and mortar”

position of President William T.

Sanger versus the faculty-enhance-

ment views of his critics. The David

Hume battle of recent memory is

described with little-known details;

the search committee, for instance,

was told that Dr. Hume would give

MCV either the best surgical depart-

ment it ever had or he would wreck

it!

Gems of information are scattered

throughout the book. The major rea-

son for forming a state university

The Merger That Made VCU
VIRGINIA COMMONWEALTH UNIVERSITY
A Sesquicentennial History.

By Virginius Dabney.
Illustrated. 395 pp. Charlottesville:

University Press of Virginia, 1987. $29.95.

By Alvin E. Conner
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The great “Sanger era” described by Virginius Dabney in his history ofVCU alludes to

the man in this portrait, William T. Sanger, president of the Medical College of

Virginia 1925-56. Courtesy Special Collections/Archives, Tompkins-McCaw Library,

Virginia Commonwealth University.

was that MCV needed an academic

unit to be on a par with such schools

as Johns Hopkins. MCV did not

receive full accreditation until 1956,

after a full-time faculty had been

virtually mandated by the accredita-

tion agencies. State support for both

MCV and the Richmond Profession-

al Institute was meager until recent

years. From 1912-1914 in Virginia, a

dentist had to get an MD degree

before he could study dentistry.

Mr. Dabney does not slight the

lighter side of the story. Billy, the

elderly black helper who could mim-
ic the Medical College of Virginia’s

professors, was tricked into imitat-

ing the lecture of a professor who
was within earshot. When Billy fin-

ished, the professor moved forward,

nodded his appreciation, then or-

dered Billy to pass a hat to the

students so they could pay him for

his performance.

Grave-robbing provided cadavers

for the anatomy classes in the early

days. How this was done and by

whom makes entertaining reading.

A disproportionate amount of

space would seem to be given to

MCV after 1960, but one learns this

is due to the rapid expansion of both

physical plant and services.

Mr. Dabney’s story of RPI de-

scribes campus life from the dry era

of its teetotaling founder Henry H.

Hibbs to the beer-bashing days of

the sixties. Its emphasis changed

with the times: nurses were trained

for World War I, social workers for

the Depression of the thirties, occu-

pational therapists for the veterans

of World War II. Again, the lighter

side is not neglected. There was the

brouhaha occasioned by the use of

nude models in art classes (G-strings

effected a compromise), snowball ri-

ots with passing motorists, H&K
(hugging and kissing) offenses, polls

to determine whether the students

preferred beer or hard liquor, gold-

fish gulping and other college she-

nanigans.

Beginning around 1940 with the

17-story hospital at 12th and Broad,

the Medical College of Virginia sup-

planted the hodge-podge of struc-

tures that made up its neighborhood

with many new buildings; this con-

struction program Mr. Dabney out-

lines, along with the uses of those

buildings. But he pays particular at-

tention to the origins, uses and archi-

tectural appeal of the famous Egyp-

tian Building, built in 1845 and

restored/remodeled several times,

and its columns appear on the

book’s dust jacket.

Inside the book appear 98 illustra-

tions in black and white, most of

them of distinguished faculty; an ex-

tensive bibliography; a splendid in-

dex; and appendixes listing MCV
graduates and others who have won
honors in sixteen categories, from

the Nobel to honorary degrees.

These reveal that Virginius Dabney
was VCU’s rector in 1968-69. The
book is dedicated to Dr. Alexander

Pierson Leverty II, who is a son-in-

law of the author.

This history has something inter-

esting for every MCV graduate. The
departments in both the health sci-

ence and academic divisions are

fully described and should meet the

specific interests of each reader.

Those who did not attend MCV will

marvel at the story of intense dedi-

cated and committed men and wom-
en who, with bold, innovative think-

ing, created what is now Virginia

Commonwealth University.

The book is also a significant con-

tribution to the literature, for it

brings together for the first time his-

torical material previously so dis-

persed that the scholar was hard put

to find it and does so with intelli-

gence and style.
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Saga of the Doctor’s Workshop

THE CARE OF STRANGERS
The Rise and Fall of America’s Hospital System.

By Charles E. Rosenberg.

437 pp. New York, Basic Books, 1987. $22.95.

By F. J. Spencer

Prior to the Civil War, hospi-

tals were ruled by lay boards

of trustees with minimal par-

ticipation by doctors. The advent of

scientific medicine raised the status

of physicians, a position abetted by

their role as teachers of medical stu-

dents. The acceptance of nursing as

an honourable calling and the evolu-

tion of the independent lay adminis-

trator further transformed the hospi-

tal until, by 1920, it had assumed its

present form as the doctor’s work-

shop. That this was not always so is

definitively documented in this schol-

arly and readable book. Starting with

the first hospital in Philadelphia in

1720, the author, a professor of his-

tory and sociology of science at the

University of Pennsylvania, shows

how the American hospital system is

based on a series of unresolved rival-

ries: men vs women, rich vs poor,

greed vs charity, lay vs professional,

morals vs science, generalist vs spe-

cialist, town vs gown, inpatient vs

outpatient, environment vs parasite,

acute vs chronic, and, overwhelm-

ingly, competition vs cooperation.

In 1800, disease was seen as a

response to an adverse social and

moral environment to be treated

with good food, warmth, fresh air,

shelter—and piety. Hospitals were

Before his retirement, Dr. Spencer

worked at keeping people out of the

hospital by practicing preventive medi-

cine and was a member of this journal’s

Editorial Board. Address correspon-

dence to him at 560 Caroline Drive,

Ruther Glen VA 22546.

for the poor, who were subjected to

the useless, sometimes punitive,

treatments of the time and dis-

charged without regard to their fu-

ture rehabilitation. This lack of a

human element in medical care is

echoed in the recent joint appeal of

the American Medical and Bar Asso-

ciations entitled “Fifty Hours for the

Poor,” an attitude criticised in an

accompanying paper. 1,2

The medical profession was virtu-

ally powerless to cure disease until

the discovery of anesthesia and anti-

sepsis in the mid- 19th century, when
surgery became painless and safer

—

and therefore bolder, and hospitals

were filled with postoperative pa-

tients. This change was reflected in

the increased power of the doctor as

a hospital policy-maker, previously

the jealously guarded prerogative of

the layman. Science also produced a

rift between specialist and general-

ist, a split exacerbated by the strug-

gle between medical school faculties

and town practitioners; prestige rest-

ed with hospital appointments and

inpatient care.

The environmental approach to

disease causation was swept away
by the germ theory of the 1880s and

illness became a battle between the

human host and specific parasites.

Advances in diagnosis and treatment

further emphasized inpatient care

and the bright new hospitals that

blossomed helped to remove the lin-

gering stigma of poverty. In 1800

there were two hospitals in America,

in 1873 there were 178, and in 1923

there were 4,978. Richmond doubled

its number of hospitals in the four

years from 1909 to 1913. The new
hospitals—Johnston-Willis ( 1 909)

,

Grace (1911), Stuart Circle (1913),

and St. Elizabeth’s (1913), were all

The Best Hospitals in America, by Linda Sunshine and John W. Wright.

New York, Henry Holt and Company, 1987, 371 pp, $22.95.

“This book can help yon find the most advanced medical care at

hospitals offering the finest nursing staffs, world-renowned physicians,

and state-of-the-art technology,” proclaims the dust jacket of this

book. Inside the book, the authors, who are professional editors/

writers, call it “the first comprehensive guide” to services offered by

this country’s hospitals. They have based their information, they say,

on the recommendations of physicians from around the country

supported by information from government sources, professional and

popular publications, and interviews with more than 150 hospitals. Of

those, 64 made it into the book, and two of them are in Virginia: the

Medical College of Virginia/VCU Hospitals in Richmond and the

University of Virginia Hospitals in Charlottesville.

Each listed hospital is treated to a lengthy review of its services, a

section describing its specialties, a list of its “well-known specialists,”

and a detailed description of its research program. A statistical profile

provides the number of beds, annual admissions and births, number of

physicians on staff, and other such data. Room charges are given (at

MCV the private room rate is $231, says the book; at UVa, the given

figure is $285), and, if applicable, the cost of transplanting heart, liver,

or kidney. The names of physicians are indexed, and there is a replete

general index. —A. G.
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private institutions built to attract a

new source of revenue, the middle

class, paying patient. Paradoxically,

care in the home, long the desired

privilege of the rich, became the less

desirable lot of the poor.

Male chauvinism was never con-

fined to medicine but it was in health

care that the first challenge was

mounted by women. Hospital nurs-

ing before 1850 was performed at

best by convalescent and former pa-

tients, and at worst by prostitutes

and slovens. Florence Nightingale

forcefully changed this pattern, al-

though not without opposition.

Training gave way to education and

the nurse was accepted as an integral

member of the therapeutic team.

Chronic disease has been neglect-

ed by organised medicine, partly be-

cause of the cost of long-term illness

and partly because it does not pro-

vide the “interesting” cases sought

by medical students and their teach-

ers. Originally, the almshouses, pre-

cursors of the municipal hospitals,

provided the main refuge for the

chronically ill patient, a situation not

enhanced by the competitive com-

mercialism of hospital care in this

century. Some small improvement

occurred through care in the home
by public health and visiting nurses,

but the “crock” still arouses little

excitement in medical education,

and private hospitals continue to

“dump” these unfortunate and un-

wanted souls in municipal hospitals

and nursing homes.

Dr. Rosenberg’s history ends in

1920, but his final chapter, “The
Past in the Present,” contains some
prescient comments about today’s

medical care. As he says, “Class,

ethnicity, and gender have, for ex-

ample, all shaped and continue to

shape medical care, and the hospital

has become a specialized, bureau-

cratic entity,” a role repeatedly dem-

onstrated throughout its history. The

current crises in costs and geriatric

care are not new; they are inherited

from the very roots of hospital care in

this country. The “hospitalism” of

the 19th century persists in today’s

hospital infections—with the added

danger of the ubiquitous drug reac-

tions of polypharmacy; the technical

gadgetry of specialism and the adver-

tised gimmickry of competing hospi-

tals have arisen anew; the profession-

al judgment of the physician is being

questioned afresh by laymen in the

guise of insurance; and wealth still has

rewards for doctor and patient.

Perhaps the most distressing les-

son of hospital history has not been

learned. The public almhouses of the

1780s have been replaced by the

private nursing homes of the 1980s,

where avarice spawns the same pau-

pers that filled the beds of the poor-

houses, a state not to be altered by
the inadequate “catastrophic” in-

surance proposed by Congress.

The hospital is “a microcosm of

the community that produced it,” as

the author points out in this percep-

tive and illuminating book. Every

hospital should have more than one

copy on its library shelves to be read

by its staff, administrators, gover-

nors—and its patients.

1. Fifty hours for the poor (editorial).

JAMA 1987; 258: 3157

2. Hilfiker D. Unconscious on a cor-

ner. JAMA 1987; 258: 3155-6

Newest addition to Virginia’s hospital system is the 552-bed facility scheduled to open at

the University of Virginia in September. The architect’s model above shows the seven-

story bed towers, sheathed in anondized aluminum, surmounting two lower stories of

brick, which house admissions, radiology, operating rooms, and other support systems.

In the brick building foreground will be the primary care center. Total cost: just under

$140 million. Courtesy University of Virginia School of Medicine.
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Surgery, Body and Soul

MORTAL LESSONS
Notes on the Art of Surgery.

By Richard Selzer.

219 pp. New York, Simon and Schuster, 1974.

Softcover, $7.95.

By Charles E. Davis, Jr.

Practicing physicians have

rarely achieved widespread

recognition as outstanding lit-

erary figures. Good doctors si, good

writers non, and this has nothing to

do with their well-deserved reputa-

tion for deplorable handwriting. To
many editors, manuscript readers,

medical librarians and others of that

ilk, the words “doctor” and “writ-

er” are mutually exclusive. But Dr.

Richard Selzer, recently retired

practitioner of surgery who for a

quarter of a century was an es-

teemed teacher in the Department of

Surgery at the Yale School of Medi-

cine, has convincingly refuted that

dictum by establishing himself in the

literary world with numerous works

in leading American periodicals as

well as several collections of short

stories and essays. Perhaps the best

known in the latter category, and

one of his earlier works, is Mortal

Lessons.

This is a fascinating collection of

nearly a score of essays, all with

enticing titles, most of them rooted

in medicine and each capable of

standing alone. Dr. Selzer is quite

ecumenical and has something for ev-

erybody: “Bone,” “Liver,” “Skin,”

“Bald,” “Abortion.” The writing is

astonishingly original, often star-

tling, and occasionally frightening.

One reviewer stated that “this is a

book that will nail you to your chair,

Dr. Davis is himself a retired surgeon

and accomplished writer. Address corre-

spondence to him at 1312 Pamela Place,

Norfolk VA 23509.

will make you shout for joy, will

scare the hell out of you.” Remem-
ber the sweaty palms and goose pim-

ples of your first visit to the autopsy

room or morgue? Well, welcome
back, deja vu, you almost have them

again as you revisit those ghoulish

surroundings with Dr. Selzer in a

chapter titled “The Corpse.”

On the other hand, there are more

than occasional glimmers of humor,

as in the account of Ms. Houlihan’s

Latin class, where the author fared

poorly; or when he and his older

brother surreptitiously uncovered

the anatomical bone collection of his

H aving read some brief re-

views, I expected more than

I received from this book by

a prominent neurologist, especially

since the book’s jacket presents the

author as “one of the great clinical

writers of the 20th century.” In this

work he seems to me to be writing to

titillate a nonmedical audience, and

indeed I hear the book is a best-

seller. There is nothing in it to teach

physician father; or when over-

whelming youthful ardor induced

him to visit forbidden Jacob Street

for a tryst with the beautiful Armine.

To brilliant scientific and clinical

knowledge, Dr. Selzer couples an

uncanny ability to record, with great

sensitivity, human reactions and

emotions. Nowhere is the blending

of these literary virtues more strik-

ing than in the chapter “Car Sick-

ness,” a vignette describing the au-

thor’s youthful attacks of “mal de

voiture” and its disruptive effects on

the Sunday afternoon car ride of his

family into the countryside.

Throughout, Dr. Selzer frequently

abandons the strictly corporal and

ventures into the esoteric—religion,

poetry, the hereafter, and even the

soul. But about the time that con-

cern arises that he is getting in over

his head, he breaks the reader up

with an irreverent or even obscene

phrase or sentence.

Above all, he is a thinking reader’s

writer.

If you have not yet met Dr. Selzer,

rush down to your favorite book

store for an introduction.

physicians with backgrounds in neu-

rology.

For example, Dr. Sacks decries

separating physical neurology from

Ophthalmologist Campell is a member
of Virginia Medical’s Editorial

Board. Address correspondence to him

at 710 Beechnut Lane, Martinsville VA
24112.

Neurologic Titillations

THE MAN WHO MISTOOK HIS WIFE FOR A HAT
and Other Clinical Tales.

By Oliver Sacks.

243 pp. New York, Harper & Row, 1987. $7.95.

By Henry S. Campell
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psychiatry, i.e., seeing the patient,

the patient’s mental status, and the

patient’s neurological deficits as sep-

arate entities. This is hardly a new
thought.

I found some of the case presenta-

tions interesting but wondered if per-

haps an occasional literary liberty

had been taken. For example, a pa-

tient with a complete left hemianopia

is described who would turn 360

degrees to the right so as to see what

was to the left, and then would con-

tinue to turn to be sure nothing was

overlooked, spinning rather like a

top. In 26 years of seeing patients

with visual field defects, I have nev-

er seen a whirling dervish.

The second paragraph in the pref-

ace is one sentence of ten lines. I

almost understood it after the third

reading. As I get older, my attention

span shortens. I did not get beyond

the middle of this book.

Tracing the Years of Strife

THE CIVIL WAR
A Narrative. I. Fort Sumter to Perryville (840 pp).

II. Fredericksburg to Meridian (988 pp).

III. Red River to Appamattox (1106 pp).

By Shelby Foote.

Maps. New York, Random House, 1958, 1963, 1974. $35 each.

By Robert Edgar Mitchell, Jr.

T his monumental work chron-

icles four years of strife and

turmoil that changed the

course of American lives forever.

All of the great and small battles of

the Civil War are here. Perhaps most

interesting are the portraits of the

leaders on both sides—military, po-

litical, diplomatic, home-front, and

A member of this journal’s Editorial

Board, Dr. Mitchell specializes in his-

torical articles. His medical specialty is

gastroenterology. Address correspon-

dence to him at 7801 Forest Avenue,

Richmond VA 23229.

The McGuire Clinic, the First Sixty Years, 1923-1983, a Personal

History, by John P. Lynch. Richmond, Dietz Press, 1987, 178 pp,

illustrated, $15.

In his recent review of this book for Virginia Medical, Dr. Hunter

H. McGuire, Jr., praised the author for a “fast-moving account’’ of

this clinic’s illustrious course, from its beginnings in 1923 in downtown
Richmond to its present location in a splendid big building adjacent to

St. Luke’s Hospital in the city’s far West End. As the title indicates,

Dr. Lynch was there, practicing internal medicine, for all but the first

14 years of the clinic’s history; his book has the appealing flavor of

personal and professional familiarity with the material. For the review

in full, see Virginia Medical’s October 1987 issue, page 583.

assorted others whose lives were

caught up by the War.

Medicine of course played a large

if primitive part in the War. Carried

out largely by the valiant efforts of

surgeons, it was done without the

wonder drugs so vital to our present-

day armamentarium. Chloroform,

morphine, brandy and the bone-saw

were the most used and useful. Wit-

ness the amputation of Lieut. Gen.

“Stonewall” Jackson’s arm (leaving

two inches of humerus) and the pain

medications, all used by Dr. Hunter

McGuire.

At times, nearly whole army

groups and their leaders on both

sides were virtually unable to func-

tion secondary to disease, especially

because of the devastating gastroin-

testinal ailments. Witness Lee at

Gettysburg.

The Confederate retreat from Get-

tysburg with the sick, wounded and

dying, shepherded by Brig. Gen.

John B. Imboden, was testimony to

the will of the Army of Northern

Virginia and the skill of its surgeons

and medical corpsmen working un-

der the most adverse circumstances

with inadequate supplies. Medical
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Physician’s Guide to Practice Location, Volume I, by O. Sam Ashouri.

Jacksonville, Florida, Doctors Publishing Company, 1987, 346 pp.

$36.90.

Until now, the young physician who is contemplating the setting-up

of a practice has been obliged to conduct extensive research for the

information necessary to choose the proper location. The same prob-

lem has faced those practitioners who desire a change in location. With

the advent of Dr. Ashouri' s Physician’s Guide to Practice Location , all

this information will be conveniently available in a three-volume

series.

So far, only Volume I, including 17 states (Alabama to Kentucky), is

available, but it is anticipated that Volume II (Louisiana to North

Dakota) will be published toward the end of 1987 and Volume III (Ohio

to Wyoming) will appear early in 1988.

Each chapter is dedicated to one state and includes key information,

such as the state map, population characteristics, physician character-

istics, primary care manpower shortage areas, licensure requirements,

prevailing Medicare charge, HMO data and listing, as well as physi-

cian-related activities in the state (1984-1986).

The author, who is a practicing nephrologist in Jacksonville, should

be congratulated on making available this extensive compilation of

useful data. Certainly he will earn the gratitude of those physicians

who are planning to enter practice, as well as those who are contem-

plating a change in location. E. L. K., Jr.

supplies hardly ever were a factor

for the Northern armies and nearly

always so for the Southerners.

As the war progressed, the Ana-

conda effect of the naval blockade

became much more pronounced, re-

ducing Southern surgeons to the use

of plants indigenous to the area hav-

ing almost any known medicinal val-

ue, plus what could be obtained from

the ever-reduced precious cargoes of

the blockade runners. Wilmington,

North Carolina, incidentally, was

the last effective Confederate port

used by these blockade runners.

Capturing Federal medical trains

and wagons laden with food was
perhaps the most telling way the

Confederates had of replenishing

their supplies, especially in the latter

stages of the War. Nutrition was
almost never a problem for Federal

commissaries and nearly always so

for the Southerners. Witness Lieut.

Gen. Wade Hampton’s famous

“beef steak raid” near City Point,

Virginia, which netted 2,500 Yankee
beeves for Confederate stomachs,

taken just six miles from Grant’s

headquarters and Major Gen. J.E.B.

Stuart’s rounding up wagon trains in

Pennsylvania (when he would have

best been Lee’s “eyes” at Gettys-

burg). With lowered nutritional stan-

dards, the Confederates became
subject to scurvy and a host of other

debilitating diseases, much more so

than their well-fed brethren in blue.

The achievements of the intrepid

men and women of the medical and

nursing departments, North and

South, were indeed a tribute to their

innate skills rather than the materials

available. Unfortunately for the seri-

ously sick and wounded, the great

medical discoveries were yet to

come, starting with Lord Lister’s

work on antisepsis in 1870 and the

later reports on important medicin-

als and surgical techniques.

For those of us most familiar with

the battles in Virginia, Maryland and

Pennsylvania, equally important

contests in the West and Deep South

(Vicksburg, Franklin, Ball’s Bluff,

Fort Donelson, Pea Ridge, Island 10,

New Orleans, Tupelo, Meridian,

Shiloh and Mobile, to name a few)

are brought by the author into focus

in chronological order and with dra-

matic presentation, helping the read-

er to an overall understanding of this

wrenching conflict.

By the time peace had come from

the Potomac to the Rio Grande after

the loss of more than 600,000 lives,

both sides had, for the most part,

entered into two-way concessions,

where the Federals acknowledged

the Confederates had fought bravely

for a cause they believed was just,

and the Confederates agreed it was

probably best for all concerned that

the Union had been preserved. Parti-

san feelings of course ran deep but

have diminished with time.

Thus ended the most cataclysmic

event in the life of this nation, sur-

viving at first “only in the fading

memories and sometimes vivid

dreams of old men sunning them-

selves on public benches, grouped

together in resentment of the bore-

dom they encountered when they

spoke of the War to those who had

not shared it with them.”
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Osteomyelitis of the

Sternum Secondary to

Steroid Injection:

Case Report

Alan Jeffrey Kronthal, BA,
Thomas Lee Pope, Jr., MD, and

Theodore E. Keats, MD,
Charlottesville, Virginia

The most common etiology of osteomyelitis of the

sternum is sternotomy. We report what we be-

lieve to be the first documented case of sternal osteo-

myelitis from steroid injection for costochondritis. A
brief review of this unusual entity is also included.

Case Report

A 25-year-old man sustained a closed injury to his

anterior chest wall. He subsequently suffered an acute

swelling of his second right costochondral joint, which

prompted a visit to a local health care center. There

chest wall radiographs were taken and the area was

injected with cortisone. Thereafter the swelling in-

creased and became tender, and he was seen in the

University of Virginia outpatient clinic. On physical

examination he was found to have a 3 cm. x 4 cm.

palpable, minimally painful, fluctuant mass. It was not

erythematous, and there was no bruit. The patient

denied fever, sweats, or chills. He was admitted to the

orthopedic service and plain roentgenograms (Fig. 1)

and a computed tomographic scan (Fig. 2) were ob-

tained. Radionuclide bone scan (Fig. 3) revealed a

solitary localized area of intense activity in the ster-

num. Lab values included a sedimentation rate of 21

and a white count of 7100 with a normal differential.

Fine needle aspiration of the mass yielded Staphylo-

coccus aureus on culture, and the patient was treated

with six weeks of intravenous cefazolin (Ancef®) fol-

lowed by six months of oral cephalexin (Keflex®). His

sedimentation rate dropped to 2, and he had no

recurrence on followup at two years.

Discussion

Sternal osteomyelitis is a rare disease. Wilensky in

1929 reported its incidence in bone infection to be

approximately 0.33%. 1 Today iatrogenic infection af-

From the Department of Diagnostic Radiology, University

of Virginia School of Medicine. Address correspondence to

Dr. Pope at Box 170, University of Virginia Medical Center,

Charlottesville VA 22908.

Submitted 3-27-87.

Fig. 1: Lateral sternal view showing bony destruction in-

volving both sides of joint space.

ter median sternotomy comprises the majority of cas-

es.
2 However, the disease also occurs in intravenous

drug abusers and in patients who have had bone

marrow aspiration.
3,4

Staphylococcus aureus and Pseudomonas aerugin-

osa are the etiologic agents in the majority of cases of

sternal osteomyelitis. Clinically, the disease is almost

invariably accompanied by costochondritis and an

elevated sedimentation rate. Pseudomonas infections

may be indolent while staphylococcal are commonly
associated with dramatic fever and leukocytosis.

5

The plain film radiographic changes of sternal osteo-

myelitis include minimal osteolysis as early as four

days after the infection begins followed by gross

destruction of cortex, soft tissue mass, and later

peridestructive bony sclerosis. The radionuclide bone

scan will show intense focal uptake earlier than any

plain film changes, and the computed tomogram may
show bony destruction with an adjacent low density

soft tissue mass and air.
6

The definitive diagnosis of the disease is fine needle

aspiration and culture, but sterile aspirates have been

reported.
7 The usual treatment is a limited surgical

resection preserving the posterior periosteum of the

sternum followed by a protracted course of intrave-

nous and oral antibiotics.
7 With this regimen the

mortality from the disease decreased from 27% in

1929 1 to 4% in 1985.
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To our knowledge, this is the first reported case of

sternal osteomyelitis following steroid injection for a

presumed clinical diagnosis of posttraumatic costo-

chondritis. We must presume that the infecting organ-

ism was introduced into the area of hematoma at the

time of the injection. Wilensky postulated that trauma

with resultant hematoma and vascular sludging could

predispose the sternum to the development of infec-

tion, and this is presumably what happened in this

case .

1
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Fig. 3: Radionuclide bone scan showing solitary area of

intense localization in the sternum.
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Clostridial Cystitis

in a Nondiabetic Man:
Case Report

Stuart Bergman, MD, and
Norman Warren, MD,
Martinsville, Virginia

Anaerobic infections of the urinary tract are rare-

ly documented. 1 "4 They are usually seen in pa-

tients who have diabetes mellitus or are immunosup-
pressed. Emphysematous cystitis is usually caused by

an aerobe such as Escherichia coli.
5 We report a case

of a nondiabetic patient with sudden onset of hemor-

rhagic emphysematous cystitis caused by the anaerobe

Clostridium perfringens.

Case Report

A 76-year-old white male was admitted to the hospi-

tal because of disorientation of rather acute onset. He
was also complaining of pelvic and perineal pain with

urination and a constant dull ache in the suprapubic

area. He had had a suprapubic prostatectomy 14 years

earlier for removal of bladder calculi and a benign

prostatic adenoma. Other active medical problems

included peripheral vascular disease, anemia, and

thrombocytopenia. A CT scan of the abdomen three

months earlier for workup of his anemia was normal

except for a benign left renal cyst. His medications

prior to admission were furosemide, clonidine hydro-

chloride, folic acid, propranolol, occasional fluraze-

pam hydrochloride for sleep, and frequent doses of

acetaminophen with codeine (for the chronic pain in a

gangrenous toe). The disorientation for which he was
admitted was felt to be secondary to excessive use of

codeine. There was no prior history of diabetes melli-

tus or malignancy.

Physical exam revealed an elderly white male in no

acute distress. Temperature on admission, 98; pulse,

85; BP, 176/80; respirations, 28. Neurologic exam was
normal. Teeth were in poor condition. There were

bruits over both carotid arteries and a bruit over the

abdomen. There was a well-healed suprapubic incision

in the abdomen, which was otherwise negative. The
prostate gland was small and fibrotic. There were no

pulses palpable below the groin, and there was dry

gangrene of the right fourth toe.

From the Memorial Hospital of Martinsville and Henry
County. Address correspondence to Dr. Bergman at 15

Cleveland Avenue, Martinsville VA 24112.

Submitted 6-1-87.

Laboratory values on admission: WBCs 19,600 with

78 segs, 10 lymphs; hemoglobin 10.1 (stable for this

patient); BUN 5, glucose 108; creatinine 2.0; sed rate

58; and serum immunoglobulin levels (by electropho-

resis) barely elevated above normal and of lambda
chain type. Urinalysis showed 200-400 RBCs/hpf,

urine culture (aerobic) was initially negative. Acid
phosphatase was normal.

The patient developed gross hematuria, and an

excretory urogram was performed. It showed a moth-

eaten appearance to the bladder (Figs. 1 and 2), but it

was difficult to ascertain whether this appearance was
due to gas or edema in the wall of the bladder or an

artifact due to gas in the stool in the rectum. As the

patient’s initial urine culture was negative and as he

had gross hematuria at this point, cystoscopy was
performed. Cystoscopy confirmed hyperemic bladder

mucosa with gas bubbles present in the mucosa of the

bladder. A urine culture obtained at the time of

cystoscopy and sent for aerobic and anaerobic cul-

tures, grew pure colonies of Clostridium perfringens.

The aerobic urine culture was again negative. The
patient had been started empirically on penicillin,

metronidazole and amikacin; these were continued.

He improved rapidly, was switched to oral penicillin

and kept on it for several months. Followup anaerobic

urine cultures on and then off penicillin were all

negative, subsequent evaluation for a GI-GU fistula

was negative.

Except for progression of his peripheral vascular

disease and dry gangrene with loss of two toes, he did

very well until about two years later, when he devel-

oped acute myeloblastic leukemia and died shortly

after the onset of acute leukemia.

Discussion

The major causes or underlying diseases of emphy-

sematous cystitis include diabetes mellitus, cystos-

copy (or GU manipulation), penetrating injury to the

bladder, vesico-enteric or vesico-vaginal fistula, or

stasis of urine secondary to prostatic obstruction (be-

nign or malignant), neurogenic bladder, or vesical

diverticula. The most common organisms involved are

Escherichia coli and Aerobacter aerogenes, and, less

often, Proteus mirabilis, Klebsiella pneumoniae,
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Staphylococcus aureus, and Streptococcus. Candida

albicans and Nocardia have also been reported.
6,7

Only seven previous reports of cystitis with Clostridi-

um perfringens have been found by our computerized

literature search (Medlars). Five of these seven pa-

tients were diabetic, one was a chronic alcoholic, and

one had no underlying cause or chronic medical prob-

lems.
8 ' 13

Bailey
6 reviewed a total of 117 cases of

emphysematous cystitis; none were caused by Clos-

tridia
,
and 49% of the patients (57 of 117) were

diabetic. Holesh8 reported on 118 patients with em-

physematous cystitis and also found 49% (58 of 118)

were diabetic.

This case demonstrates that Clostridium perfringens

can be a cause of emphysematous cystitis in a nondia-

betic male without any other underlying structural

cause. Perhaps a subclinical immune deficiency from

his developing acute leukemia (which did not manifest

itself for two more years) and his poor peripheral

circulation lowered his oxygen tension and allowed for

this anaerobic organism to invade the bladder by direct

ascent from a colonized urethra.
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Low Tech

S ince we had an hour before the medical staff

meeting began, my friend Gilroy Lackluster and I

were nursing imported Hayem Shemon beers at

Queenie’s Tavern and discussing the state of the

world. Gilroy did not look good, and I was worried

about him. His usually neat, custom-tailored suit was

wrinkled. His curly hair (permed, I suspect) was limp.

He just was not his usual amiable self.

As he began to relax, he mellowed slightly and

volunteered that he was absolutely aghast at the

morals of the world. Knowing that he was quite a

swinger among the younger physicians, I did not

understand and just kept quiet. “It’s not fair,” he said.

‘‘It just isn’t fair.” Refraining from telling him that all

of life is not fair nor can it ever be, I maintained my
interested silence.

‘‘I just bought the latest, best fuzzbuster so that I

could let my Mitsuzuzu 007X go full out. It just isn’t

fair.” And he started on his second Hayem Shemon,

which is unusual for him since one beer is all he can

handle.

‘‘Here I am running at 85 down the straight on

Highway 220 with my new fuzzbuster quiet and my
stereo turned all the way up.” The man will be deaf by

the time he’s 40, I thought, but I contained myself. ‘‘I

was happy, there was no one in front of me, and I was
singing with the radio. Then it happened. That sneaky

no good. ...” His eyes glazed as he went silent

again.

I ordered two more Hayem Shemons, knowing that

I would have to take him home but wanting to hear the

rest of his story. Finally he resumed.

‘‘All of a sudden that sneaky devil behind me began

to flash his blue lights and motioned for me to pull

over. I wasn’t worried about a speeding ticket because

I knew that he had never used his radar to clock my
speed.

‘‘We met at neutral territory between our two cars. I

was so confident that I swaggered just a bit. ‘Yes sir,

officer, what seems to be the problem.’

‘‘Well, that low-down sneak had tailed me and had

my speed clocked without radar. I told him that was

the sneakiest act I could imagine and that it simply was

not fair to use low-tech methods without warning the

public. That old gray-headed cop just smiled slightly

when he handed me the ticket.”

Obviously Gilroy had come along after cops had to

hide behind highway billboards and then dash out to

chase you. Radar on the highways has created three

industries: one to make the devices, another to detect

them, and yet another to let one speeder warn another

by radio. And there was Gilroy, lulled into unwatchful-

ness by his state-of-the-art radar detector, caught

speeding by the easiest and simpliest of techniques,

tailing.

Sometimes in the office it is easier to order a lot of

tests than to listen carefully to the patient. Sometimes

I get a CAT scan of the brain before I do a visual field

test. Sometimes I am so sure of what is the problem

that I do not listen to what the patient considers to be

the problem. I was so sure that the man from the glass

factory had early glass-blower’s cataracts that I forgot

to treat his conjunctivitis.

Our federal government ‘‘simplified and equalized”

the income tax laws so much that no one in or out of

government can figure out the forms or even estimate

withholding without one and a half hours of calcula-

tions. Airline schedules are hopelessly unrealistic be-

cause the airports cannot handle the loads created by

bunching the flights. Go to a department store, finally
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find what you want without ever seeing a salesclerk,

then go to the cash register, which is the latest

computerized keep-track-of-inventory model but

which has no human being there to work it. And those

in charge do not seem to care.

But, by golly, most physicians and most patients

still care. Don’t forget it. That’s why our patients send

us cards on holidays, send their friends to us, send us a

cake or cookies now and then. I have seen high tech, I

use high tech, and like all ophthalmologists I am
enthralled by high tech gizmos. My office is full of

them.

But I often do my best when I just sit and listen and

examine—and then talk to the patient.

Henry S. Campell, MD

Emergency Drug Supplies

On the bathroom shelf in practically every house-

hold there is a partially used medication which

should have long since been discarded. But there is

one medication that kept on the shelf may prove not

only useful but even life-saving for the toddler or

infant in the household. That medication is syrup of

ipecac.

According to the Blue Ridge Poison Center, there

are nationwide nearly 3 million childhood poison expo-

sures each year and 20,000 of those involved infants.

These infants ingest “grandmother’s lost medication’’,

mothballs and almost any other product, poisonous or

otherwise, that comes in their path. In most instances,

the initial treatment for such poisoning is that of

causing the victim to vomit, and the safest and most

effective agent to induce vomiting is syrup of ipecac.

This medication can be administered safely at home to

infants as young as six months of age, providing

recommendations of a poison specialist or physician

are followed.

However, there is one caveat: Some substances,

such as lye, petroleum products and furniture polish,

may cause more damage coming up than staying

down. Therefore, it is essential that the parents be

instructed to call their pediatrician, family physician or

poison center for instructions the minute it is suspect-

ed that a poisonous product has been swallowed.

The purpose of this communication: The parent

cannot promptly administer the syrup of ipecac if there

is none readily available. It should always be kept on
hand, ready for use. There is one large pediatric group

in Denver which manages the problem well. When the

infant is six months of age or thereabouts the mother is

given a one-ounce bottle of syrup of ipecac with

proper instructions appended. All physicians take

note: A stitch in time. E.L.K.Jr.

POISON CONTROL CENTERS

Central Virginia Poison Center, Box 522, MCV
Station, Richmond VA 23298, hotline (804) 786-

9123.

Blue Ridge Poison Center, Box 67, Blue Ridge

Hospital, Charlottesville VA 22901, hotline (804)

924-5543, toll-free, 1-800-451-1428.

National Capital Poison Center, Georgetown
University Hospital, 3800 Reservoir Road NW,
Washington DC 20007, hotline (202) 625-3333.

Tidewater Poison Center, DePaul Hospital, 150

Kingsley Lane, Norfolk VA 23505, hotline (804)

489-5288, toll-free 1-800-552-6337.
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OBITUARY

Memoir of Paul Pearson
1901-1987

By Norman R. Tingle, Sr., MD

Dr. Paul Chester Pearson, Warsaw, died on Decem-

ber 22, 1987, at the age of 86 years. He had practiced in

Virginia as a family doctor for 54 years.

Dr. Pearson was born in Arlington, Illinois, in 1901.

He graduated from the Medical College of Virginia in

1933, interned at Christ’s Hospital, Jersey City, New
Jersey, and served his country in the United States

Army medical corps. He began his private practice in

King William County, but in 1944 moved to Warsaw.

There he served as county medical examiner and was

active in the development of Tidewater Memorial

Hospital, serving on the medical staff until his death.

He had been a member of the Warsaw Town Council

and was a charter member of the King William County

Ruritan Club and the Warsaw Rotary Club. He be-

longed to the Masons and the Warsaw Baptist Church

and served on the board of trustees of the Mattaponi

Indian Reservation. In 1982 he was the recipient of

The Medical Society of Virginia’s Physician Award for

Community Service.

Dr. Pearson had been president of the Mid-Tidewa-

ter Medical Society and the Northern Neck Medical

Association and held longtime memberships in The

Medical Society of Virginia, the American Medical

Association, and the Southern Medical Association.

He is survived by his wife, Virginia Drewry
McGeorge, whom he married in 1927, and a daughter,

Mrs. Patricia Pearson Hill of Warsaw.

Paul Pearson had become a legend in the Northern

Neck and Tidewater areas. In the words of a poem
written by his daughter, he was one of a dying breed,

“the country doctor [who] blazed the trail to a better

life for all.”

Memoir of H. M. Richardson
1907-1986

By W. P. Morrissette, MD,
W. C. Hancock, MD, and W. T. Tucker, MD

Dr. Herman Montague Richardson, who died De-

cember 12, 1986, was reared in Richmond, Virginia,

attended the city’s public schools and received his

premedical training at the University of Richmond.

Dr. Richardson graduated from the Medical College of

Virginia in 1930 and interned at Stuart Circle Hospital.

In 1931 he joined Dr. J. B. Fisher in Midlothian,

Virginia, then a rural area, for the practice of general

medicine. In 1941, he established a solo practice.

Dr. Richardson was active both in the political and

social life of his community. He was a member of the

Chesterfield County school board for a number of years

during the early growth and expansion of the county.

He was a member of the Country Club of Virginia and

the Commonwealth Club and was a charter member of

the Salisbury Country Club. He was on the board of

Citizens Savings and Loan and served as chairman for

several years. He was a charter member and active in

the life of Salisbury Presbyterian Church.

Dr. Richardson possessed an outgoing, friendly per-

sonality and his love of people and concern for his

patients’ well-being led to an excellent rapport and

trust within his practice. His friendship was sincere

and cherished among associates. He served the medi-

cal needs of his community with skill and distinction

for over 50 years.

Memoir of G. D. Vermilya
1907-1987

By R. E. Bower, MD

George Douglas Vermilya was born in 1907 at

Newburgh, New York, but spent his youth at Clifton

Forge, Virginia, where his father was a funeral direc-

tor and where “Chick” received his primary and

secondary education. He attended Washington and

Lee University, graduating in 1928, then entered the

Medical College of Virginia, receiving his doctorate in

medicine in 1932. His internship was served at the

Charleston, West Virginia, General Hospital, follow-

ing which he served as surgical resident at MCV under

Dr. I. A. Biggers.

Chick entered private practice in Hickory, North

Carolina, before settling in 1940 in Richlands, Virginia,

where he practiced until his retirement in 1981. In

1942, he entered the Army Medical Corps and was

chief of surgery of the 39th Station Hospital, serving

with the rank of major in the Solomon and Marianna

Islands, and returning to his Richlands practice in

1945. He died in a Lynchburg hospital on August 15,

1987, after a lengthy illness.

Chick was certified by the American Board of

Surgery and was a fellow of the American College of

Surgeons. He was a member of the Southeastern

Surgical Society, the Tazewell Medical Society, The

Medical Society of Virginia, and the American Medi-

cal Association. He was chief of surgery at the Clinch

Valley Clinic Hospital until shortly before his retire-

ment. A deeply religious man, he was for many years a

ruling elder of the Richlands Presbyterian Church.
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He was blessed by his wife, Martha, who supported

him in his profession and in his life and who survives

him. A daughter, Martha Ann, who lives in Richmond,

and a son, George, who lives in Lynchburg, also

survive.

Chick will always be remembered for his concern

and compassion for his patients. He was ever ready to

answer an emergency call or to come to the aid of one

of the other members of the hospital staff. He was an

impeccable technician and showed an inborn diagnos-

tic sense at a time when advanced electronic and

laboratory modalities were not available.

The Richland community felt that with his death a

pioneer had stepped down to make room for the new
generation of doctors, who may have more advanced

training and technology but cannot replace his value as

doctor and friend.

Memoir of M. E. B. Owens, Jr.

1914-1987

By Adney K. Sutphin, MD,
Coleman Longan, MD, And Beverley Clary, MD

Dr. Maurice Eubanks Broadas Owens, Jr., died

October 6, 1987 at the age of 73. Although born in

Long Lake, Washington, he was reared in Cumber-

land, Maryland. His father was a practicing physician

and his mother held a doctorate in pharmacy. Dr.

Owens graduated from the local high school in 1929,

the University of Richmond in 1935 and the Medical

College of Virginia in 1939. He interned at MCV and

served his residency at the Pratt Diagnostic Clinic,

now the New England Medical Center, in Boston. He
entered the practice of internal medicine in 1943 in

association with Dr. Wyndham B. Blanton. Dr. Blan-

ton had founded the Allergy Clinic at MCV and Dr.

Owens served in that clinic for 44 years and was its

director from 1954 to 1961. Dr. Owens was the first

allergist in Richmond to be certified by examination by

the American Board of Internal Medicine with a

subspecialty in allergy.

“Red”, as his friends called him, was a classical

scholar, poet, teacher and a physician in the tradition

of Sir William Osier, William Bennett Bean and Fran-

cis Peabody, whose famous lecture and article on

“The Care of the Patient” made a lasting influence on

him, as did John Stuart Mills’ Autobiography. The
works of Ralph Waldo Emerson, Alfred North White-

head, Eric Fromm, Freida Fromm-Reichman and Har-

ry Stack Sullivan were points of his compass. He was
fluent in Latin, German, French and Spanish and had

some proficiency in Greek. In later life he was a

serious student of the Japanese, Korean and Russian

languages. His biblical knowledge was impressive.

He published a small volume of his own poetry. Many
close friends will be surprised to learn that this quiet

scholarly man had been a high school and college

cheerleader, a tap dancer of some merit, and a college

ping-pong champion, but no one who knew him would

be surprised to learn that he ranked number three in

his class in medical school. He was elected to the

Brown-Sequard honor society and later to Alpha Ome-
ga Alpha. He taught by example and many were

benefited and inspired by his teaching. When forced to

retire by reasons of health, he had attained the rank of

associate professor of clinical medicine at the Medical

College of Virginia.

Although his formal training was in science, it was
his compassion and empathy with his patients that

truly earned him the title “Beloved Physician.”

Dr. Owens was a member of the Richmond Acade-

my of Medicine, The Medical Society of Virginia and

the American Medical Association.

He was married to the late Mrs. Elizabeth Bergob

Owens. He is survived by his second wife, Mrs.

Marguerite Smith Owens; his daughter, Ms. Maureen
Elizabeth Owens of Gaithersburg, Maryland; his son,

Dr. Maurice E. B. Owens III of Arlington; his sister,

Dr. Maysville Owens Page of Richmond; two broth-

ers, Charles Freeman Owens and Paul Calvin Owens,
both of Cumberland.

Although subject to recurring illness, Red coped

with a grace and courage that was an inspiration to his

friends and patients. The death of this gentle man
leaves a painful void for those who were fortunate

enough to know him.

• George Minor Caldwell, MD, Christiansburg; Uni-

versity of Virginia School of Medicine, 1935; age 84;

died July 24, 1987. Dr. Caldwell retired from the

general practice of medicine in 1977.

• Louis Herman Calisch, MD, Danville internist; Uni-

versity of Virginia School of Medicine, 1947; age 64;

died February 15, 1987.

• Paul Elsberg, MD, Alexandria; Medizinische Fakul-

tat der Justus Leibig Universitat, (Germany), 1937;

age 80; died November 28, 1987. Dr. Elsberg retired

from the practice of anesthesiology in 1985.

• Edwin W. Hakala, MD, Richmond; University of

Minnesota Medical School, 1937; age 76; died January

28. He was an orthopedic surgeon.

• George W. Kelly, Jr., MD, longtime Pulaski County

physician with a general practice in Dublin; Medical

College of Georgia, 1945; age 67; died January 1.
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NEW
MEMBERS
Accomack County Medical Society

Allan A. Anderson, MD, Psychiatry, PO Box 912, Nassawa-
dox VA 23413

Fairfax County Medical Society

Edward M. Friedler, MD, Family Practice, 7501 Little River
Tnpk., Annandale VA 22003

Marian A. Parrott, MD, Internal Medicine, 6845 Elm St.,

McLean VA 22101

Loudoun County Medical Society

Timothy J. Malone, MD, Ophthalmology, 20 Davis Ave.,
SE, Leesburg VA 22075

Lynchburg Academy of Medicine
David H. Cresson, Jr., MD, Pathology, 1905 Atherholt Rd.,
Lynchburg VA 24501

Glenn I. Meadows, MD, Family Practice, 3300 Rivermont
Ave., Lynchburg VA 24503

Newport News Medical Society

Brian J. McKee, MD, Ophthalmology, 611 Todd Trail,

Newport News VA 23602
Clinton W. Stallard, Jr., MD, Occupational/Preventive, 329
Parkway Dr., Newport News VA 23606

Norfolk Academy of Medicine
Katherine A. Treherne, MD, Dermatology, 142 W. York St.,

Norfolk VA 23510

Northampton Medical Society

John W. Snyder, Jr., MD, Family Practice, Box 492,
Nassawadox VA 23413

Northern Neck Medical Society

J. Colin Forrester, MD, Family Practice, PO Box B, Callao
VA 22435

Northern Virginia Medical Society

William A. Shabb, MD, Anesthesiology, HC38, Box 1312,
Winchester VA 22601

Prince William County Medical Society
Bruce M. Grund, MD, Family Practice, 10630-A Crestwood

Dr., Manassas VA 22110

Richmond Academy of Medicine
Joel F. Parker, MD, Diagnostic Radiology, 4503 Cutshaw

Ave., Richmond VA 23230

Roanoke Academy of Medicine
Robert L. Amick, Jr., MD, Family Practice, 2900 Peters
Creek Rd., Roanoke VA 24019

Hugh H. Hagan, MD, Orthopedics, 4064 Postal Dr., Roa-
noke VA 24014

BRIEF SUMMARY
CONTRAINDICATIONS
There are no known contraindications to the use of sucralfate.

PRECAUTIONS
Duodenal ulcer is a chronic, recurrent disease. While short-term treatment
with sucralfate can result in complete healing of the ulcer, a successful
course of treatment with sucralfate should not be expected to alter the
post-healing frequency or severity of duodenal ulceration.

Drug Interactions: Animal studies have shown that the simultaneous
administration of CARAFATE with tetracycline, phenytoin, or cimetidine will
result in a statistically significant reduction in the bioavailability of these
agents. This interaction appears to be nonsystemic in origin, presumably
resulting from these agents being bound by CARAFATE in the gastrointesti-

'

nal tract. The bioavailability of these agents may be restored simply by
separating the administration of these agents from that of CARAFATE by
two hours. The clinical significance of these animal studies is yet to be
defined.

Carcinogenesis, Mutagenesis, Impairment of Fertility: No evi-
dence of drug-related tumorigenicity was found in chronic oral toxicity
studies of 24 months' duration conducted in mice and rats at doses up to

'

gm/kg (12 times the human dose). A reproduction study in rats at doses up
to 38 times the human dose did not reveal any indication of fertility impair-
ment. Mutagenicity studies have not been conducted.

Pregnancy: Pregnancy Category B. Teratogenicity studies have been
performed in mice, rats, and rabbits at doses up to 50 times the human dose
and have revealed no evidence of harm to the fetus due to sucralfate. There
are, however, no adequate and well-controlled studies in pregnant women.
Because animal reproduction studies are not always predictive of human
response, this drug should be used during pregnancy only if clearly needed.

Nursing Mothers: It is not known whether this drug is excreted ir

'

human milk. Because many drugs are excreted in human milk, caution
should be exercised when sucralfate is administered to a nursing woman.

Pediatric Use: Safety and effectiveness in children have not beer
established.

ADVERSE REACTIONS
Adverse reactions to sucralfate in clinical trials were minor and only rarely led
to discontinuation of the drug. In studies involving over 2,500 patients
adverse effects were reported in 121 (4.7%). Constipation was the mos
frequent complaint (2.2%). Other adverse effects, reported in no more than
one of every 350 patients, were diarrhea, nausea, gastric discomfort, indi-

gestion, dry mouth, rash, pruritus, back pain, dizziness, sleepiness, and vertigo.

DOSAGE AND ADMINISTRATION
The recommended adult oral dosage for duodenal ulcer is 1 gm four times a
day on an empty stomach.

Antacids may be prescribed as needed for relief of pain but should not
be taken within one-half hour before or after sucralfate.

While healing with sucralfate may occur during the first week or two,
treatment should be continued for 4 to 8 weeks unless healing has been
demonstrated by x-ray or endoscopic examination.

HOW SUPPLIED
CARAFATE (sucralfate) 1-gm pink tablets are supplied in bottles of 100 and
in Unit Dose Identification Paks of 100. The tablets are embossed with
MARION/1 71 2. Issued 3/84

References:

1 . Grossman Ml: Scand J Gastroenterol 58 (suppl 15):7-16, 1980.
2. Marks IN, in Hellemans J, Vantrappen G (eds): Gastrointestinal Tract Dis-

orders in the Elderly. Edinburgh, Churchill Livingstone, 70-81, 1984.
3. Krentz K, Jablonowski H, in Hellemans J, Vantrappen G (eds): Gastrointes-

tinal Tract Disorders in the Elderly. Edinburgh, Churchill Livingstone 62-69
1984.

Another patient benefit product from

PHARMACEUTICAL DIVISION

MARION
LABORATORIES. INC
KANSAS CITY MO 6A137 1595H7
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fm 1 KEEP PACE WITH YOUR CURRENT
\S/ OBLIGATIONS AND LIFESTYLE WITH THE

NEW $500,000 TERM LIFE PLAN
SPONSORED BY THE MEDICAL SOCIETY OF VIRGINIA

Chances are, your family’s lifestyle has changed
since you last purchased life insurance. Now is the

time to update your coverage with the MSV sponsored
Term Life Plan!

NEW BENEFITS!
• Benefits now available up to $500,000

• Non-Smoker Premium Discount

• 20% Benefit Bonus for one full year

OTHER BENEFITS

• Waiver of Premium • Guaranteed Conversion Privilege

• Coverage available for spouse and • Competitive Rates

dependent children

For more information regarding the Medical Society of Virginia's sponsored

Term Life Plan , call the MSV insurance administrator on 804-282-9600

(Virginia Toll-free: 800-572-2211).

Administered By:

John P. Pearl & Associates, Ltd.
6620 W. Broad St., Suite 300
Richmond, VA 23230-1720

Underwritten By:

Ufe Insurance Company of North America
a CIGNA company

Philadelphia. I*
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LETTERS
With chronic headache, the diagnosis

may be right under your nose

It is common in the otorhinolaryngologic practice to

have to treat the patient whose main complaint is nasal

stuffiness and headaches. In the vast majority of cases

the symptoms are related to an acute or chronic

infection of the paranasal sinuses; allergies occasional-

ly play a role. Less frequently a referral is made to the

otolaryngologist with the specific request to evaluate

headaches that sound much like migraine but lack the

typical aura and photophobia.

Not much has been published on the rhinogenic

headache, triggered by a stimulation point within the

nose.
1
'4 Nasal obstruction is often a complaint accom-

panying the symptoms, and when it is due to rhinitis,

nasal decongestants usually allow rapid relief of the

symptoms. The less common type of headache origi-

nating in the nose is seen in the patient who does not

complain of nasal stuffiness, has no allergies, and

never even thought there was anything wrong with his/

her nose. Sometimes such a patient may be seen by a

head and neck specialist for evaluation of other com-

plaints and only during the history taking and physical

examination does it become clear that he/she has had

for years recurrent, often excruciating headaches and

that they have been treated with analgesics and narcot-

ics with less than optimal results. In these cases the

problem often is found to be in the nose, where,

although the septum is generally straight, there is a

prominent cartilaginous or boney ledge close to the

Posterior view. A= area of contact. Drawing by the author.

maxillary crest and opposite the inferior turbinate; the

rest of the nasal cavity is often normal.

These unfortunate people complain of pain in the

fronto-orbital region of the same side of the face with

rapid spread to the temporoparietal area. The head-

aches seem to be often unpredictable but are related in

many cases to psychological upset with anxiety, or

they may occur in the morning on arising.

These symptoms are triggered by the contact be-

tween the septal spur and the lateral nasal wall. This

contact can be continuous (in the case of a large spur

or hypertrophic turbinate) or intermittent, taking place

when the parasympathetic system (anxiety-frustra-

tion) or gravity cause the inferior turbinates to en-

gorge, allowing the septal spur to jam into them.

These people are often disillusioned with what medi-

cine has offered them in relief of their symptoms, and

they are very grateful when surgical correction of the

anatomical abnormality either completely eliminates

or greatly reduces the symptoms. Although different

types of headaches may coexist and thus a 100%
guarantee of success cannot and should not be offered,

if the headache responds to topical applications of 4%
cocaine to the contact site or to nasal decongestants,

the chances that surgery may succeed are far greater.

Giancarlo Chiancone, MD
7660 Parham Road
Richmond VA 23229

1. Schnsted-Madsen U, Stoksted P, Christensen PH, Koch-

Henriksen N. Chronic headache related to nasal obstruc-

tion. J Laryngol Oto 1986;100:165-170

2. Chronic headache: the role of deformity of the nasal

septum (letter). Br Med J Clin Res 1986;288(6422): 1005-6

3. Koch-Henriksen N, Gammelgaard N, Hvidegaard T,

Stoksted P. Chronic headache: the role of deformity of

the nasal septum. Br Med J Clin Res 1 985 ;288(64 1 5):434-5

4. Gerbe RW, Fry TL, Fischer ND. Headache of nasal spur

origin: an easily diagnosed and surgically correctable

cause of facial pain. Headache 1985 ;24(6):329-30

Fascinated by AIDS debate,

puzzled by prisoner testing

The ongoing debate about AIDS in Virginia Medi-

cal has been fascinating. The last account of the

meeting of the House of Delegates was most thought

provoking. 1

It has certainly caused me to rethink some

of the issues.
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One thing that puzzles me greatly is that the recom-

mendations of the Medical Society of Virginia’s Com-
mittee on AIDS initially endorsed HIV testing in

prisons only when ordered by a physician on a case-

by-case basis. This appears to have been completely

dropped from the resolution as adopted, which then

endorsed mandatory HIV testing of all the brave men
and women who serve in our United States military

forces. I would consider the prison population at

higher risk than the military.

Again, my compliments on a fascinating series of

articles.

P. B. Blanchard, MD
1821 Old Donation Parkway

Virginia Beach VA 23454

1. Gray A. Meeting: a report of the actions of the House of

Delegates at The Medical Society of Virginia’s recent

annual meeting. Va Med 1988;115:20-25

Editors’ Note: The protocol on HIV testing in prisons

cited by Dr. Blanchard was one of five proposals

submitted to the House as recommendations in the

AIDS Committee’s annual report. All five of the

recommendations were adopted by the House and

thus became official policies of The Medical Society of

Virginia.

The protocol on testing of the military was submit-

ted in a resolution introduced by Drs. H. C. Kuyken-

dall, Charles M. Caravati, Jr., and H. C. Alexander

III. Their resolution called for testing not only of the

military but of seven other populations, including “all

federal and state prisoners.” The House amended this

resolution so that only three of these populations were

cited for mandatory testing: 1) all human blood, organ

or tissue donors; 2) all prospective immigrants to the

United States; and 3) all military personnel. The
resolution was then adopted and thus became, as in

the procedure above, an official position of The Medi-

cal Society of Virginia.

Erratum

In the Medibytes section, February issue,

mention was made of the contributions of three

Northern Virginia physicians to a needy hospital

in El Salvador. The report stated that the three

“were called to the White House to receive the

President’s Volunteers Action Award.” Virgin-
ia Medical was misinformed, according to a

letter from Dr. Catherine S. Casey, president,

Arlington County Medical Society. The physi-

cians did receive commendations from the Presi-

dent but not at the White House. The Editors

regret the error.
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referral directory.

Fill out the order

blank below.

Virginia Medical Professional Services Directory

ORDER FORM

Please enter my order for a listing in the new Virginia Physicians Directory.
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MBYTES
HCFA SAYS MEDICARE DENIAL/REFUND PROBLEMS TO EASE

Reported to be in the HCFA pipeline as this
issue went to press were major changes aimed
at removing problems physicians have encountered
because of premature Medicare carrier claims
denials and issuance of refund notices under
the "medically unnecessary" provisions of
OBRA-1986. The American Medical Association,
which has lobbied aggressively for such changes,
reported that HCFA intends to issue instructions
requiring carriers to contact physicians for
additional information before denying any claim
and sending refund notices to patient and
physician. The changes were expected to take
effect early this month, according to the AMA’s
Division of Medical Society Relations.

In Virginia, David J. Latham, associate
manager of Travelers/Medicare, Richmond, said
late last month that he had not yet received
any such orders but "from everything I can
learn, they are on their way. The details just
haven ’ t been worked out yet .

”

The changes are reported to include a
revised refund notice clearly identifying the
service(s) in question and the basis for denial
and offering a point of contact at the carrier's
office. (In Virginia, according to Latham,
such inquiries should be directed to the carrier’s
Professional Relations Department at (804)
254-4113.) The tone of the letter also will
be improved, the AMA was told.

Until the changes go into effect, physicians
who receive improper refund notices should
make haste to file an appeal of any medically
unnecessary denial and refund. The appeal should
contain thorough documentation of the necessity
of the service in question. If there is any
doubt as to which services were denied, make
inquiry at the Professional Relations Department
above

.

MORE When The Medical Society of Virignia’s councilors
MEETING? meet this month, MSV Speaker Bill Barney will

ask them to add half a day to the Society’s annual
meeting by scheduling the Council’s budget session for late
Wednesday afternoon, thus freeing up Thursday morning for
an indoctrination session for the delegates. If the Council
approves, the new schedule will apply to the 1988 meeting
in October in Williamsburg. —A.G.
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Risk Factors

in Breast Cancer

Harold J. Wanebo, MD, Charlottesville, Virginia

Sex, age, genetics, reproductive history, and previous breast disease are major
risk factors in breast cancer. The physician on the lookout for these factors can
identify these high-risk patients and schedule clinical examinations or mammo-
grams as appropriate. Prolonged use of estrogen in these patients should be
avoided, and certain dietary factors merit attention.

There are numerous risk factors in human breast

cancer, 1,2 and greater awareness of these may
assist physicians in the proper and timely assessment

of women who are at risk. This article discusses the

most important of these factors and how awareness of

them can be of clinical help to the practicing physician.

Gender. Sex obviously is the most important risk

factor. Breast cancer in males accounts for less than

1% of all breast cancers.

Age. The next major factor is age. Breast cancer is

extremely uncommon in women under age 25. For

women under 30, the risk is around 1%, but once

women are in their 30s, they are in the 15% risk

category. On reaching the 40th birthday, they enter the

period in which 85% of breast cancers in women
occur.

1

Race, Diet, Socioeconomics. A white woman living

in the San Francisco area is at high risk, about 30%
higher than her black counterpart living in the same
region and two to three times higher than white women
living in Yugoslavia. 1 The risk in Japanese women is

When this text was prepared. Dr. Wanebo was with the

Division of Surgical Oncology, University of Virginia Medi-

cal Center. He is now with the Department of Surgery,

Roger Williams General Hospital, 825 Chalkstone Avenue,
Providence RI 02908.

about one-tenth the incidence for American whites;

this risk increases among Japanese who emigrate to

the United States and increases further in succeeding

generations of Japanese women. The Western diet,

with its high intake of animal fat, may account for

some of the increased breast cancer risk in American

women. 2
Recently, moderate alcohol consumption has

also been associated with increased risk. Ingestion of

5g of alcohol (3 drinks/week) may increase the risk by

50 to 100%, even in women without known risk factors

for breast cancer.
3

Genetics. If one has a first-degree relative (mother,

sister, grandmother) who has had cancer, there is

overall a two- to three-fold increase in cancer risk.
1

This risk is further increased if the cancer was premen-

opausal and further still if the cancer was bilateral. If a

woman’s family history includes an instance of bilater-

al breast cancer in a premenopausal, first-degree rela-

tive, then her risk is eight or nine times that of the

general population.
1

Reproductive History. Studies by Lemon4 and Bul-

brook and colleagues
5 seem to show an increased risk

in women with low levels of estriol, etiocholanolone

and androstenedione. There is an increased risk in

patients who have a prolonged menstrual history with

either early menarche or late menopause. Conversely,

if the menstrual history is shortened by surgery, e.g..
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oophorectomy before the age of 37, the risk is reduced

by one-third.
6

Nulliparous women are at increased risk (about

three times normal); increased parity is generally

thought to be associated with a decreased risk of

breast cancer. An early first pregnancy is considered

to have a protective effect. Women who have their

first pregnancy before the age of 22 years have only

one-third the risk for breast cancer of nulliparous

women. A first pregnancy occuring later (after age 30)

has no protective effect.
7

It is theorized that this

protective effective of early first pregnancy may be

due to long-term suppression of prolactin after preg-

nancy. 8 More data is needed to confirm (or deny) this

relationship.

There has been some discussion as to whether

lactation protects or not. Overall, reports say it does

not, but there is an interesting group of women, the

boat-dwelling Tanka women of Aberdeen in Hong
Kong, who breast feed unilaterally, and it has been

found that the incidence of cancer in the breast used

for nursing is actually lower than in the other breast.
1

This is an unusual observation, however; overall, it is

not thought that the relationship between lactation and

breast cancer is a particularly strong one.
1

The general opinion is that estrogen given for con-

traception or for treatment of menopausal symptoms is

not associated with an increased risk of breast cancer,

although this is a controversial area and has propo-

nents on both sides. Prolonged estrogen administra-

tion (for a mean of 12 years) was shown to be

associated with increased risk in one study by Hoover
and coworkers. 9 Many oncologists advise women not

to take continuous, unopposed estrogen for postmeno-

pausal symptoms; if a woman insists on taking estro-

gen, the hormone should be cycled or alternated with

progesterone. A recent report by Stadel and col-

leagues
10 reviewed over 4,000 women and concluded

that oral contraceptives used by women under age 45

were not associated with increased risk. Studies by

Rosner and colleagues
11

also showed that taking con-

traceptives did not increase risk. There may be a

subgroup of women, however, with a strong family

history for breast cancer, especially in a grandmother

or an aunt, who may have their risk augmented by

taking oral contraceptives.
12

Previous Malignancy. The highest risk factor is a

previous breast cancer in the contralateral breast.
13

The risk for contralateral breast cancer is approxi-

mately 0.6% per year. Other cancers, such as endome-
trial, ovarian or colon cancer, are also associated with

increased risk.
1 Another area of concern involves

women who have had a biopsy showing a cancer in

situ, either a lobular carcinoma in situ (LCIS) or a

small intraductal cancer.
14 '20

In the longterm followup

by Haagensen of over 200 women with LCIS (called

atypical lobular neoplasia by these authors), 22%
developed invasive cancer in the ipsilateral breast and

approximately the same percentage cumulatively de-

veloped cancer in the contralateral breast over a 22-

year period.
21 Because of the concern in the opposite

breast, many oncologists do a contralateral biopsy at

the time of definitive management of the ipsilateral

cancer.
13

Benign Breast Disease. Patients with proliferative

atypias of the breast should also be considered at high

risk.
19,20,22,23

Patients with a nonproliferative type of

benign breast disease, e.g., fibrosis, fibroadenoma,

fibrocystic disease or cysts, do not have a significantly

increased risk over normal women. If they have a

family history for breast cancer, there is a slight

increase in the fibrocystic group, but it is not signifi-

cantly different from the risk in the normal population.

The risk of preexisting fibrocystic disease has been

controversial, but a recent detailed study by Dupont

and Page22
did much to clarify this issue. They re-

viewed over 10,000 patients with benign breast disease

in whom there was nearly complete followup and

compared these data with those from women of the

general population of Atlanta. The major risk factor in

these women was an epithelial proliferative pattern in

the breast, not the various elements of fibrocystic

disease per se. Women who had epithelial proliferation

(hyperplasia) of either the ductal or lobular type with-

out atypia had a slightly increased risk over normal

(about 1.9 if 1.0 is normal). If calcium was present, the

risk was somewhat increased. If these women had

cysts and a positive family history there was also some

increased risk, even though overall the presence of

cysts would really place these patients in the nonproli-

ferative category. If a woman had atypical hyperplasia

of either the ductal or lobular type, there was a marked

increase in risk, to about four times normal. If there

was family history or breast calcification demonstrat-

ed by mammography, the risk was markedly in-

creased.

Radiation Exposure. There is increased risk if there

has been more than 10 rads of radiation exposure, with

adolescent patients being at greatest risk. The highest

exposure risk occurred at 100 rads, which was the

level of the atomic bomb exposure.
24,25 Concern about

radiation generated by Bailer’s report of the theoreti-

cal radiation risk from mammography exposure 26
de-

terred women from obtaining mammograms, to the

consternation of physicians who manage breast cancer

patients. One benefit of Bailer’s report was the stimu-

lation to reduce radiation doses in mammography.

Low-dose mammography carries very low risk (the

actual risk may not be definable). Current film mam-
mography produces a breast exposure of 0.1 to 0.3

rads; thus, if a woman had mammograms annually for

30 years, her cumulative exposure would be less than

10 rads per breast.

Mammographic Patterns. Wolfe has characterized

the risk associated with mammographic patterns.
27

If a

patient’s breast(s) is/are largely composed of fat (des-
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ignated Nl) or has/have a very early ductal pattern

(pi), there is a lower incidence of associated breast

cancer. A prominent epithelial duct pattern (P2) or

dense dysplastic pattern (DY) is thought by Wolfe to

be associated with increased risk, but others have

failed to confirm this. A study by Bland28 from the

Breast Cancer Registry in Louisville found that there

was an increase in cancers in women who had the P2/

DY pattern, but it was also observed that one-third of

the breast cancer patients had a PI or Nl pattern as

well. Thus, although there is relatively increased risk

in patients with certain mammographic patterns, the

risk patterns are not independent variables.

Clinical Application

There are many ways in which the practicing physi-

cian can apply knowledge of these risk factors.

Suppose a woman is in a high-risk category—by
virtue of having a family history of breast cancer, such

as in her mother or sister, grandmother or aunt. She

might profit from yearly physical examinations during

her 20s and perhaps semi-annual exams in her 30s,

particularly if one or two first-degree relatives had

premenopausal or bilateral breast cancer or both. I

would consider obtaining a baseline mammogram at

age 30 and perhaps repeating it every other year until

age 35 and yearly mammograms after that. The Ameri-

can Cancer Society recommends a baseline mammo-
gram at age 35 and then every one to two years until

age 40 for the high-risk patient and subsequently

yearly. A more frequently obtained study may be of

value for the high-risk patient.

As for women who have had a biopsy showing an in-

situ cancer, either a lobular carcinoma in situ (LCIS)

or a small intraductal cancer, there are strong differ-

ences of opinion as to whether these patients should be

aggressively treated by mastectomy 13,14,1

5

and recon-

struction or be very closely followed only.
16,21

Al-

though total mastectomy for LCIS is associated with

an approximate 100%, five-year survival rate, only

one-third of women with LCIS develop invasive can-

cer and this may occur in either breast.
14 ' 15 Regarding

the ipsilateral breast itself, slightly over 20% will

develop invasive cancer in that breast at 20 years.
16,21

Thus, although removal of one or both breasts (in

about 25-30% of women with LCIS the disease is

bilateral) is associated with an almost guaranteed cure

(or prevention) of invasive breast cancer, it is over-

treatment for two-thirds or more of the patients.

Unfortunately, there are no current techniques of

identifying which patients with LCIS (or atypical

lobular neoplasia) will develop invasive cancer. Mam-
mography of itself is relatively insensitive in detection

of LCIS per se, although it is reasonably sensitive in

the detection of small assymetric densities or micro-

calcifications.
29

The management of the patient with LCIS merits

complete discussion with the patient about pros and

cons of treatment or followup options. If the patient

has mammographic features amenable to followup and

has no family history for breast cancer, it would be

reasonable to follow closely by frequent clinical exam
(2-4 times/year) and semiannual mammogram. At the

other extreme is the patient with a strong family

history, i.e., premenopausal bilateral breast cancer in

a mother or grandmother, and who has mammographi-
cally difficult breasts to follow (P2DY pattern). This

patient might be best served by simple mastectomy

plus immediate reconstruction.

If total glandular mastectomy with reconstruction in

these patients is elected, careful attention should be

given to the opposite breast. Mammography of that

breast is essential, and consideration should be given

for a contralateral biopsy, even in the absence of

clinical or radiologic findings, since the risk of a lesion

in the opposite breast is about 30%. A close followup

program is also warranted in patients at high risk

because of proliferative atypias, as about 10% of these

women develop invasive cancer within 5 years.
20,22

And, of course, if a patient has a history of invasive

cancer in one breast, the greatest risk is obviously to

the contralateral breast. These patients certainly merit

a close followup with frequent physical examinations

and an annual mammogram of the opposite breast.

Many oncologis.s do a contralateral biopsy at the time

of definitive management of ipsilateral cancer.
15

This

is a debatable point, but all agree that close attention

to the opposite breast is important.

The women at high risk due to previous invasive

duct or lobular cancer in one breast merit, at the least,

examination of that breast three or four times per year

and a yearly mammogram for two or three years,

depending on stage of dominant cancer, and subse-

quent followup at longer intervals (but still maintaining

yearly mammography of the opposite breast.)

Summary
Sex, age, family history and previous breast disease,

especially if there is a tissue diagnosis of an epithelial

hyperplasia with atypia, are major risk factors in

breast cancer, and patients in these categories should

be given special attention. Precancerous mastopathy,

a term first coined by Maurice Black, also refers to the

abnormal proliferative epithelial pattern of benign

breast disease that places a patient at higher risk than

normal of developing breast cancer.
19 A previous

cancer, certainly of the breast but also endometrial,

ovarian, or colonic, also places a patient at higher risk.

Patients who have an unusual menstrual background

(prolonged menstrual life), or are nulliparous, or had

pregnancy later in life, should perhaps be observed

more closely. The use of exogenous estrogens, espe-

cially unopposed estrogen, should be avoided, and if

estrogen is used, it should be low-dose and cycled.

Regarding nutritional factors, obesity is still a poorly

defined risk factor and the effect of various diets on
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breast cancer risks is still not well established. In view

of the apparent cardiovascular benefits of reduced

dietary intake of animal fat, a nutritious diet with low

or moderate fat intake appears reasonable regarding

breast cancer risk even though the data is not clear on

this point. The recent data regarding the potential

threat of alcohol ingestion as a risk factor for breast

cancer merits attention and publicity amoung young

women.
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Cancer Trends:

Limb-Sparing Treatment

for Adult

Soft Tissue Sarcomas

Soft tissue sarcomas in adults are relatively

rare. The American Cancer Society estimates

4,800 cases are diagnosed annually in the

United States. Surgical resection and radia-

tion play significant therapeutic roles. The
place of adjuvant chemotherapy is unclear. J.

Shelton Horsley III, MD, interviewed Walter

Lawrence, Jr., MD, on the conclusions of a

consensus conference convened to resolve

questions about these therapies.

Dr. Horsley: What is the best method of making a

definitive tissue diagnosis of a soft tissue sarcoma?

Dr. Lawrence: Diagnosis of a soft tissue mass sus-

pected of being a sarcoma always requires a biopsy.

The biopsy site should be located and oriented so as to

be completely incorporated into the subsequent defini-

tive excision of the sarcoma, which will limit the

sacrifice of normal tissue to that needed to achieve

adequate gross surgical margins. The biopsy specimen

should be adequate to allow full histologic evaluation.

Therefore either incisional or excisional biopsy is

preferred over the needle biopsy techniques that are

employed now for so many other forms of cancer.

Actually, most soft tissue masses on the extremities

suspected of being sarcoma are of such a large size

This is another of the Cancer Trend series prepared under

the editorship of Dr. Horsley, Dr. Gerald Goldstein, and Dr.

Anas M. El-Mahdi. It is sponsored by the Professional

Education Committee, Virginia Division, American Cancer
Society. Address correspondence to Dr. Horsley at Box 11,

MCV Station, Richmond VA 23298.

Dr. Lawrence is chairman of the Division of Surgical

Oncology and director of the Massey Cancer Center at the

Medical College of Virginia/Virginia Commonwealth Uni-

versity. He was chairman of the consensus development
panel of the Consensus Development Conference on Limb-
Sparing Treatment of Adult Soft Tissue Sarcomas and
Osteosarcomas sponsored by the National Institutes of

Health on December 3-5, 1984, in Bethesda, Maryland.

that incisional biopsy is usually preferable to exci-

sional biopsy. Unless the lesion is quite small, a

limited excisional biopsy will often compromise the

tissue planes from the standpoint of a subsequent,

adequate soft part resection. Because the apparent

“capsule” surrounding these soft tissue sarcomas is in

reality a pseudocapsule composed of compressed fi-

brous tissue containing tumor cells, merely enucleat-

ing the mass will usually leave some tumor cells

behind. This makes it difficult to later determine the

full extent of the tumor and to obtain truly adequate

margins at the subsequent definitive resection.

On the extremity, the direction of the incision for

the biopsy should be along the longitudinal axis. It

should be a limited one so that an appropriate elliptical

incision will include the biopsy wound during a subse-

quent wider resection. It is important to stress that the

surgeon should usually wait for the permanent his-

tologic sections and, if necessary, the results of elec-

tron microscopy or special immunohistochemistry

techniques. The treatment plan should not be based on
a frozen section diagnosis. Optimal treatment planning

is only achieved after proper consultation with the

pathologist.

Dr. H: How important is the histologic type and the

differentiation in the planning of treatment of the pa-

tient?

Dr. L: The great majority of soft tissue sarcomas are

thought to arise from the primitive mesoderm. Of the

three primitive germ cell layers, the ectoderm gives

rise to malignant neurilemmomas, whereas mesoderm
is thought to give rise to most other sarcomas. These

sarcomas have benign neoplastic counterparts; for

example, fat cells may give rise to lipomas or liposar-

comas, fibroblasts may give rise to fibromas as well as

fibrosarcomas, and smooth muscle may give rise to

leiomyomas as well as leiomyosarcomas. Some indi-

vidual sarcomas are difficult to classify and others

have a controversial cell of origin. Although histoge-

netic classification has been the major focus of both

pathologists and clinicians over the years, the clinical

behavior, response to treatment, and prognosis appear

to have a stronger correlation with the degree of

differentiation. The “grade” of the sarcoma, and the

American Joint Commission (AJC) staging system that

incorporates this characteristic, is more accurately

associated with local recurrence and distant treatment

failure. For this reason, treatment decisions such as

planning the use of adjuvant radiotherapy, are much
better made using differentiation then histologic type.

The extensive survey of adult soft tissue sarcomas in

the American College of Surgeons survey this past

year demonstrated very little difference in prognosis

by histologic type while AJC stage (which depends

heavily on the degree of differentiation on the biopsy)

gave a significant clue as to prognosis.
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Dr. H: What is the optimal pretreatment evaluation

after the diagnosis has been established?

Dr. L: Pretreatment evaluations relate to defining the

dimension of the primary disease and its regional

extensions as well as revealing occult distant disease.

There is general consensus that contrast-enhanced

computed tomographic (CT) scans are a most conve-

nient and effective approach for delineating the extent

of the primary sarcomas on the extremity. However,

this imaging approach is probably much more benefi-

cial for outlining soft tissue sarcomas of the trunk and

retroperitoneum than the extremities. In a series at our

own institution we found that CT was misleading on

occasion, from the standpoint of overestimating the

full local extent of the disease, and on the extremities

it was found that physical examination was the optimal

approach for evaluating distal extremity sites. More
proximally on the extremities, CT scanning appears in

some instances to add additional information regarding

the extent of disease. We have not had enough experi-

ence yet to comment on the role of magnetic reso-

nance imaging (MRI).

Conventional radiographs may be useful in selected

patients for evaluating the possibility of bone involve-

ment by extremity soft tissue sarcomas. When the

sarcoma is in proximity to bone, either plain radio-

graphs or radionuclide bone scans are often useful.

Arteriography was once popular as an approach to

evaluating the extent of the local sarcoma on the

extremity, but it has rarely provided additional infor-

mation useful in making decisions regarding limb-

sparing surgery and is now not commonly employed.

In view of the frequent success of a surgical ap-

proach to pulmonary metastasis from soft tissue sarco-

mas, thorough evaluation of the chest prior to defini-

tive treatment is recommended. A standard chest

radiograph is clearly required, while CT scanning or

tomograms of the lungs are recommended either pre-

operatively (especially prior to major amputation) or

soon after the initial local treatment, particularly if the

chest radiograph appears normal. These studies may
reveal pulmonary disease that is amenable to surgical

resection or, alternatively, serve as a baseline for later

serial evaluations.

Dr. H: What are the surgical principles involved in a

proper excision of a soft tissue sarcoma?

Dr. L: The key principle of resection is that of

achieving surgical margins adequate to prevent local

treatment failure, but there is some degree of uncer-

tainty as to how wide gross margins must be around a

sarcoma. Some surgeons feel a total compartmental

excision of an extremity sarcoma is almost always

required for high grade sarcomas. Others feel that a

“wide” gross resection margin around the sarcoma is

all that is required and fixation on true compartmental

resections is probably illogical. If a soft tissue sarcoma

on an extremity is encompassed by an envelope of

normal tissue including skin, subcutaneous tissue,

adjacent muscle and fibrous tissue (and the biopsy site

itself), it is often both appropriate and necessary to

remove the remaining portion of the involved muscle

group or muscle compartment. A practical point,

however, is that the proximal and distal portions of

any muscle group that is widely resected centrally

have no useful function after postoperative recovery.

For this reason, soft part resections with truly ade-

quate gross margins are usually total compartmental

resections or something very similar in scope.

Dr. H: When an extremity is involved, which patients

are suitable candidates for limb-sparing treatment?

Dr. L: It should be emphasized that surgical resection

is the mainstay of treatment for all soft tissue sarcomas

whether they arise on the extremity or not. Although

soft tissue sarcomas are radiosensitive, the rate of

curability by radiation alone is limited, and surgical

resection is still accepted as the primary treatment

approach unless there are findings, particularly distant

disease, that make the patient unsuitable for an opera-

tive approach.

Adjuvant therapy with radiation in conjunction with

operation may well effect the scope of the operation

employed, and allow limb-sparing surgery in lieu of

amputation, but some form of surgical resection is still

the mainstay of the therapeutic approach for sarcomas

of the extremities. It was quite clear from data present-

ed at the National Institutes of Health (NIH) consen-

sus conference on this subject in December 1984 that

control of disease in patients with high-grade soft

tissue sarcomas of the extremities can be achieved

with a surgical resection procedure that is less than an

amputation in a very large proportion of patients. In

selected patients this approach does require radiation

therapy in addition to the surgical procedure em-

ployed.

Dr. H: When is amputation of an extremity the best

treatment?

Dr. L: The consensus conference concluded that limb-

sparing surgery may not be indicated, and amputation

required, under some circumstances. In the large

national survey carried out by the American College of

Surgeons, only 11-13% of soft tissue sarcomas of the

extremity in this multihospital study were treated by

amputation. The indications for amputation are for

those patients for whom it is technically impossible to

achieve adequate margins, and radiotherapy cannot be

added, for one reason or another, in a patient with no

evidence of distant disease. The problem with my
statement, however, is that it is impossible to say what

is an adequate surgical margin, particularly if the
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microscopic margin is clear. There is general agree-

ment that histologically involved margins cannot be

dealt with effectively by adjuvant radiation therapy in

most instances. Another indication for amputation are

those lesions that involve major vessels and nerves on

the extremity, either at the proximal portion of the

extremity or in an anatomic site that would critically

compromise post-treatment function. This is more

often the case when local recurrence is manifest after

prior resection. As I have noted, for the great majority

of adult patients limb-sparing surgery, with or without

radiation, is usually feasible.

Dr. H: What is the role of radiation therapy in the

treatment of soft tissue sarcomas?

Dr. L: Much of the data presented at the consensus

conference demonstrated that the increased risk of

local recurrence from a narrow gross margin at one or

more sites could be counterbalanced effectively by

adding postoperative radiation therapy to the area of

surgical resection. This applies specifically to the

fairly undifferentiated or high grade sarcomas as these

are the ones that have a high local recurrence rate

when the margins seem skimpy. The benefit in a

patient who had microscopically clear but narrow

gross margins followed by radiation therapy were

quite comparable in regard to local failure rates with

those following optimal surgical resection without

adjuvant radiation. Large series from the Massachu-

setts General Hospital and M.D. Anderson Hospital in

Houston clearly support this. However, the role of

adjuvant radiation in patients treated surgically for soft

tissue sarcomas of the extremities is unclear at the

present time if the gross resection margins are truly

optimal in all directions.

One of the problems with radiation therapy follow-

ing surgery for soft tissue sarcoma is the local disabil-

ity that occurs in some patients. Most experts in this

field think that special attention to some of the techni-

cal features of the radiation will reduce the disability.

One principle is that shrinking fields should be em-
ployed to limit the highest dose of radiation to the area

of greatest risk of tumor persistence.

Also, a longitudinal strip of normal tissue along the

limb must be spared to minimize the possibility of

radiation-induced distal edema. Precise immobiliza-

tion of the treated limb and shaped fields are important

to ensure reproducible treatments and optimal results.

Dr. H: What is the role of chemotherapy?

Dr. L: The beneficial effect of systemic chemotherapy
as an adjuvant to resection is still not clear despite a

number of randomized clinical trials. Multiple trials of

various agents, many that include adriamycin, have
shown no survival benefit despite the established

palliative effectiveness of some agents in patients with

advanced or recurrent disease. A single exception to

this finding is the clinical trial from the National

Cancer Institute (NCI) employing adriamycin, cyclo-

phosphamide and methotrexate as adjuvant therapy

for resected extremity sarcomas.

Although there is a role for anticancer chemothera-

py in the management of some patients with soft tissue

sarcomas, purely adjuvant chemotherapy for patients

who have undergone total gross resection of an ex-

tremity sarcoma still must be considered an unproven

therapeutic approach. The NIH panel concluded that

the efficacy of adjuvant systemic chemotherapy for

high grade soft tissue sarcomas remains to be estab-

lished within the context of prospective clinical trials.

The administration of chemotherapy before surgical

resection (neoadjuvant chemotherapy) has been sug-

gested. Theoretically, a favorable response of the

sarcoma might lead to a more limited resection with a

higher success rate. There is currently no solid evi-

dence to support this approach but it might be worth-

while to evaluate in a clinical trial.

Dr. H: What are the end results of current therapy?

Dr. L: Treatment results depend heavily on the clini-

cal stage of the sarcoma at presentation and distant

metastasis is a poor prognostic factor. In the American
College of Surgeons survey, 23% of patients did have

evidence of distant metastasis on workup prior to their

initial treatment. Although some, particularly those

with limited pulmonary metastases, may enjoy long

term survival with agressive approach to the metasta-

sis as well as the primary tumor, the majority of

patients with distant metastases do not do well. For

those patients without distant metastasis who have

adequate surgical resection, with or without radiation,

the five-year survival figures are in the 70-80% range.

An exception to this are those patients with soft tissue

sarcomas arising in the retroperitoneum where wide or

adequate margins are really not feasible. In this ana-

tomic site, of those patients with complete gross

resection achieved, more than half enjoy five-year

survival while those patients undergoing incomplete

resection have a high early failure rate.

One thing that should be stressed is that patients

who have treatment failure after the initial effort are

often salvaged by later treatment attempts. This is

particularly true for patients who have purely local

treatment failure since 60% of these in the large

American College of Surgeons survey did have a

subsequent five-year survival after retreatment. In the

patients with lung metastasis as the only site of later

recurrence, 21% actually survived five years after

pulmonary resection for the metastasis. It is clear that

soft tissue sarcoma is one form of cancer that is quite

amenable to our treatment methods when properly

administered, but the role of adjuvant chemotherapy is

still quite unclear.
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Rickettsial Pox and the Rheumatoid Factor

Elam Toone, MD, Richmond, Virginia

The rheumatoid factor was the first test to have any

specific bearing on the diagnosis, prognosis, and,

to a degree, the understanding of the nature of rheuma-

toid arthritis. Its emergence in these capacities took

place in an interesting and unexpected manner.

Rickettsial pox, a new entity, was first described in

New York City in 1946, and the first cases were found

within a five-block area in a new housing develop-

ment. This housing development was in one of the five

New York City boroughs, Queens, and was located in

a section known as Kew Gardens. Initially the disease

was called Kew Gardens spotted fever.
1 Subsequent

studies showed that it was caused by a rickettsial

organism known as R akari and was transmitted by a

mouse mite.
2

An acute infectious disease, particularly one that

had not been reported before and occurring within the

City of New York, necessarily aroused intense and

widespread interest, which was shared by not only the

public health authorities but also by the bacteriological

laboratories of the various hospitals and universities

within the city. One of these was the Department of

Medicine and Bacteriology at the College of Physi-

cians and Surgeons under the direction of Dr. Harry

Rose. Working with him on this study was Dr. Charles

Ragan of the Faulkner Arthritis Clinic of Presbyterian

Hospital.
3

These individuals, along with the technical help of

Elizabeth Pearce and Miriam Olmstad, were perform-

ing complement fixation tests for rickettsial pox when
they found that the convalescent serum of one patient

(Pearce) agglutinated unhemolysed sheep erythro-

cytes. The patient, in addition to having recovered

recently from the rickettsial infection, was also a

Dr. Toone is emeritus professor, Division of Immunology
and Connective Tissue Diseases, Medical College of Virgin-

ia/Virginia Commonwealth University. Address correspon-

dence to him at 4402 West Franklin Street, Richmond VA
23221.

victim of active rheumatoid arthritis. Further investi-

gations revealed that the serum of this individual

would agglutinate normal sheep cell erythrocytes to a

dilution of 1 : 16, whereas the same erythrocytes, after

bening sensitized with two units of rabbit anti-sheep

cell amboceptor, were agglutinated to a serum dilution

of 1:2048, a 128-fold increase in titre. A study was

then made to determine under what circumstances a

similar phenomenon was produced with the serum of

other patients. The results of this study indicated that

a 16-fold difference, or more, between the agglutina-

tion litres of normal and sensitized sheep erythrocytes

occurs almost exclusively with the sera of patients

with rheumatoid arthritis and that the magnitude of the

difference in titre usually reflects the clinical activity

of the diseases.

The substance in the blood of patients with rheuma-

toid arthritis causing a markedly higher agglutination

titre was identified as a globulin but otherwise was not

understood. It was felt that the test might be of value

as an aid in the differential diagnosis between rheuma-

toid arthritis and other types of arthritis and also in

determining the activity of the disease. It was also

understood that the substance causing this type of

reaction played no part in the sedimentation rate

which, heretofore, had been the only diagnostic test

used in rheumatoid arthritis.

These studies directed attention to the work of Erick

Waaler of Oslo, Norway,4 who in 1937 added the

serum of a patient with rheumatoid arthritis to sheep

red blood cells that had been coated (or sensitized)

with rabbit antibodies to sheep erythrocytes. A
marked agglutination developed, but this serum did

not similarly agglutinate sheep cells that were not

sensitized with the rabbit antibodies. In his initial

work, Waaler identified the “agglutination activating

factor” as a globulin, recorded its presence in about

one-third of patients with rheumatoid arthritis, and

warned that the reaction had no diagnostic value. Of

interest was that in the first group of 48 patients the
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test was positive in 24, whereas in another series of 29

patients tested at another time, only three were con-

sidered positive. Thus 27 out of 77 sera from patients

with rheumatoid arthritis were positive. In his publica-

tion, Waaler refers to the previous observation that

agglutination titres changed but these sporadic obser-

vations were not related to rheumatoid arthritis or its

activity.

Summary
The agglutination reaction later to be termed the

rheumatoid factor resulted from several dilferent and

seemingly unrelated circumstances.

1. An outbreak in 1946 of a new disease known as

rickettsial pox in New York City.

2. Standardizing a complement fixation test with

convalescent serum from a patient with rheumatoid

arthritis and noting the agglutination of unhemolysed

sheep red blood cells.

3. Observing that the serum of other patients with

rheumatoid arthritis, and only those with rheumatoid

arthritis, would agglutinate normal sheep erythrocytes

to a dilution of 1:16 but when sensitized with rabbit

antisheep cell amboceptor the titre would increase to

as much as 1:2048.

4. Relating these observations to those made by

Erick Waaler of Norway in 1937.
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ABSTRACTS
These are abstracts ofpapers to be presented at the

annual meeting of the Virginia Surgical Society at the

Homestead, Hot Springs, on April 29-May 1. Dr. John W.

Baker, Jr., is program chairman.

Intraoperative Urinary Cyclic AMP Monitoring in Pri-

mary Hyperparathyridism. W. G. Schenk, III, MD,
Arthur E. Freedlender, PhD, and John B. Hanks, MD,
Charlottesville.

Traditional intraoperative decision-making in pri-

mary hyperparathyroidism has been based upon the

gross anatomic assessment of all parathyroid glands.

Physiologic surveillance has been offered as a logical

alternative, and changes in urinary cyclic adenosine

monophosphate (UcAMP) may be detected rapidly

enough to be practical.

Twelve patients with primary hyperparathyroidism

over an 18-month interval underwent surveillance of

UcAMP and plasma and urine creatinine during neck

exploration. UcAMP was measured by rapid (< 10

min) non-equilibrium radioimmunoassay and reported

as nanomoles/deciliter glomerular filtrate (nm/dl GF).

Three patients were omitted for technical reasons,

such as renal failure. The remaining nine responded

with fall in UcAMP following removal of adenomas (6

single, 3 double). Four patients had some prior neck

surgery. The mean interval postexcision until the level

fell to normal among 9 responders was 99± 19 minutes.

We conclude that UcAMP surveillance can confirm

normalization of calcium hemostasis during neck ex-

ploration. The kinetics of UcAMP response suggests

that the practicality of this modality for routine intra-

operative use deserves further study.

A Single Center’s Early Experience with Biliary Tract

Reconstruction for Human Liver Transplantation. M.

P. Posner, MD, R. L. Carithers, MD, A. S. Mills, MD,
W. Berman, MD, H. M. Lee, MD, and G. Mendez-

Picon, MD, Richmond.

Initial attempts at human liver transplantation

(HLT) were marred by the occurrence of serious

biliary tract complications (BTC) in nearly 50% of

patients, with attendant high mortality. Recent im-

provements in patient selection, immunosuppression,

operative technique, and more aggressive postopera-

tive care have resulted in fewer complications with

lower morbidity and mortality. We report our results

in 41 patients receiving 47 orthotopic HLTs at our

institution between February 1984-October 1987. 33

adults and 8 children received 37 and 10 HLTs respec-

tively with an overall actuarial 1-year patient survival

of 64% and graft survival of 56%. Immunosuppression
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was carried out using cya and prednisone in the first 37

transplants, and sequential (ATG, imuran, prednisone

and cya) in the remaining 10. All biliary reconstruc-

tions were performed using single layer, interrupted 6-

0 prolene sutured anastomoses; all were stented exter-

nally. 37/47 (79%) had choledochocholedochostomy

(CDCD) end-end-over T-tube, 7/47 (15%) had chole-

dochojejunostomy (CDJ) when recipient duct was

unavailable or diseased, 2/47 (4%) cholecystojejunos-

tomy (CCJ) and 1/47 (2%) CDCD/CCJ. BTCs occurred

in 10/47 transplants (21.2%) consisting of 7 major (3

leak, 4 obstruction) and 3 minor (3 leak after T-tube

fell out or removed). CDCD (19%) and CDJ (14%)

were associated with the lowest incidence of prob-

lems. Adult recipients (21%) and children (20%) had

similar incidence of complications. One patient each

developed hepatic artery stenosis, thrombosis and

pseudoaneurysm, but none had a complication related

to the biliary tree. No mortality resulted and no graft

was lost from BTC. These results suggest: 1) CDCD or

CDJ is the preferred method of biliary tract recon-

struction in HLT, being associated with the few com-

plications; 2) a 21% incidence of biliary tract complica-

tions is consistent with other reports from large series;

3) continued careful attention to surgical technique,

immunosuppression and aggressive perioperative di-

agnosis and therapeutic intervention should result in a

continuing downward morbidity and mortality trend

related to BTCs after HLT.

A Comparison of 1% S.S.D.—P.V.P. Gel Dressing with

1% Silver Sulfadiazine Cream (SSD) and Guaze Dress-

ing in the Treatment of Partial Thickness Burn Wounds.

J. D. Kenney, MD, L. B. Kenney, RN, J. T. Lettieri,

MD, and J. D. Stuart, MD, Charlottesville.

Polyvinylpyrrolidone (PVP) gel dressing is a copoly-

mer composed of 80% water and 20% PVP supported

by a fine thermally-bonded polyester polyethylene

conjugate mesh. Incorporated within the dressing is

1% silver sulfadiazine (SSD). This study was to evalu-

ate the efficacy of an SSD-PVP gel dressing compared

with 1% SSD cream and gauze in the treatment of

partial thickness burn wounds.

Forty patients with partial thickness burns were

entered into the study and randomized. Twenty pa-

tients were treated with 1% SSD and twenty with SSD-
PVP gel. Color photographs were obtained at the onset

of treatment, weekly, until the wound healed and at

one-month intervals post healing for each patient.

Observations were made of the burn wound and

comparative rating scales performed. The healing pa-

rameters which were observed included exudate accu-

mulative, granulation, reepithelialization, skin macer-

ation, pain assessment and wound dessication. Other

observations included the number and frequency of

dressing changes, and, if applicable, reason for prema-

ture removal of the dressing, ability to prevent con-

tamination, and delayed healing rates secondary to

surrounding contaminates. Ease of application, re-

moval and overall performance were the final parame-

ters evaluated. SSD-PVP gel dressing compared equal-

ly with 1% SSD and gauze in wound healing

parameters. SSD-PVP gel successfully reduced pain

and would dessication to a greater extent that the

antimicrobial with gauze dressing group. In addition,

ease of application, patient comfort during application,

user convenience and overall performance were supe-

rior in the SSD-PVP gel treated group when compared

to the 1% SSDS and gauze group.

The Prognostic Significance of Early Lung Compliance

Loss in the Burn Patient. Thomas P. Wright, MD, and

L. Delano Britt, MD, Richmond.

Lung compliance is a value easily derived from

intubated patients which is frequently diminished in

many intrinsic pulmonary diseases, as well as diseases

remote from the lung. The purpose of this study is to

determine if there is a loss of compliance early in the

course of the burn patient and if this loss is an early

predictor of later mortality, irrespective of cause.

Selective Management of Lung Cancer. Charles Greg-

ory Lockhart, MD, Richmond.

The efficacy of computed tomography (CT) and

surgical mediastinal exploration (SME) determining

tumor resectability were retrospectively evaluated in

92 consecutive patients with non-small-cell lung carci-

noma. Status of mediastinal nodes was ultimately

determined by SME or thoracotomy. Patients were

divided into three groups based on CXR. Group 1:

peripheral T-l or T-2 lesions with normal hilar and

mediastinal shadows (30 pts). Only one patient was

found to have an involved node. CXR had an accuracy

of 96% and CT had one of 93%. Thoracotomy is

recommended without either CT or SME in this group.

Group 2: T-l or T-2 lesions with an abnormal hilus,

suspiciously abnormal mediastinal shadow or either of

these structures obscured by overlying parenchymal

disease (47 pts). CT revealed mediastinal nodes 1 cm
or greater in size (positive node group) in 21 patients

(45%) and smaller than 1 cm (negative node group) in

26 (55%). SME was performed in the “ + ” group and

involved nodes found in 17 of 21 patients (81%). In the

group, thoracotomy only was carried out and no

involved nodes were found. In this group CT is

recommended in all. Patients in the negative node

group may be submitted to thoracotomy only and

those in the positive group should undergo SME as the

next diagnostic step prior to thoracotomy. Group 3:15

patients with grossly abnormal mediastinal shadows.

CT was positive in all (10 pts) in whom it was done.

SME was done in all 15 and was positive in 14. It is

recommended in this group that CT is unnecessary and

SME should be the only diagnostic procedure. Thus,

in potentially resectable non-small-cell lung carcino-

ma, the use of CT and SME should be selective and
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should be determined by appropriate initial interpreta-

tion of the CXR.

Retroperitoneal Approach to the Abdominal Aorta.

John M. Pitman, Jr., MD, Williamsburg.

This report summarizes a four-year experience in a

community hospital with the retroperitoneal approach

to the abdominal aorta. The advantages and disadvan-

tages are discussed along with a recent modification of

the standard approach. It is felt that the retroperitone-

al approach to the abdominal aorta should be part of

the armentariun of the practising vascular surgeon.

Iliofemoral Venous Thrombosis A Changing Disease

—

Early Diagnosis and Definitive Treatment. Stephen L.

Hill, MD, Roanoke.

We examined the charts of all patients with a

diagnosis of iliofemoral thrombosis over a 4-year peri-

od to determine etiology, incidence, and the best

treatment regimen. Our criteria for a diagnosis of

iliofemoral thrombosis consisted of venography (19

patients), venous listening exam corroborated by im-

pedance plethysmography (18 patients), or massive

unilateral leg edema in a patient with an indisputable

listening exam (7 patients). We identified 44 patients,

of whom only 16 were hospital or nursing home
patients at the time of diagnosis. The classic left-sided

predominance prevailed with a 3:1 ratio. The disease

was much more common in females (36 women, 8

men) and more likely to be idiopathic; in only one man
was it truly idiopathic and not related to previous

surgery, trauma, disseminated cancer or prior deep

venous thrombosis. In women, no etiology could be

incriminated in 16 out of 36 patients.

Iliofemoral thrombosis represented 22% of all pa-

tients diagnosed to have a deep venous thrombosis. It

appeared in a bimodal distribution with 27% occurring

between the ages of 20-40 yrs and 60% occurring in

the 60-80 yrs age group. We treated 11 patients with

thrombolytic agents and 33 with conventional treat-

ment of heparinization, bed rest and elevation. Only
one patient derived significant benefit from thromboly-

tic therapy. No patient in this series progressed to

plegmasia cerula dolens or required emergency sur-

gery.

In essence, iliofemoral thrombosis is a more com-
mon disease than previously appreciated and can be

diagnosed and treated early in its course with the

assistance of the vascular lab. It is much more com-
mon in women, occurs with a greater preponderance
to outpatients, and affects the left side three times

more frequently. The preferred method of treatment is

heparinization, bed rest and elevation. If diagnosed

early and treated appropriately, iliofemoral thrombo-
sis should no longer be a medical or surgical emergen-
cy and the well-known sequelae of post phlebitic

syndrome can be minimized.

Prevention of Pulmonary Embolism in the Morbidly

Obese. Michael Sobel, MD, Marc P. Posner, MD, and

Harvey J. Sugerman, MD, Richmond.

Morbidly obese surgical patients are at increased

risk for venous thromboembolism, while their size and

weight make the prevention, diagnosis and treatment

of thromboembolic complications technically difficult.

The physiologic consequences of pulmonary embolism

(PE) may be more severe due to preexisting pulmo-

nary dysfunction. This report describes the appropri-

ate indications, efficacy, as well as useful technical

guidelines for the insertion of the Greenfield filter in

these large patients. Nine Greenfield filters and two

Miles clips were placed in 11 patients (mean weight

415 pounds). Two were at high risk for pulmonary

embolism (leg fractures, primary pulmonary hyperten-

sion) and could not be anticoagulated. Nine were high-

risk patients from a group of 750 undergoing gastric

surgery for morbid obesity. Of the gastric surgery

group, eight had severe pulmonary compromise due to

obesity and one had a documented PE two months

previously. In one patient, neither the vertebrae nor

the filter carrier could be visualized with fluoroscopy

and placement was attempted with palpation of the

inferior vena cava (IVC) at laparotomy; this filter was
misplaced in the renal vein. Consequently, because

the lumbar vertebrae were usually not seen with

conventional fluoroscopic techniques, radiopaque skin

markers were positioned preoperatively overlying L3.

Via conventional cutdown on the internal jugular vein,

the filter carrier was passed over a guidewire posi-

tioned in the IVC. If fluoroscopy could not visualize

the carrier either, repeated KUBs were taken to

confirm proper location at L3 before the filter was
released. Of the subsequent 8 filters, all were correctly

positioned and remain patent at a mean followup of 2

years (range 0.5-6). In the filter group there was one

postop deep venous thrombosis, and one early death

(autopsy: no PE). Of the two Miles clips, one patient

developed postop deep venous thrombosis, and one

died 5 years later (autopsy: multiple PE). With atten-

tion to technical detail, the Greenfield filter can be

safely placed in morbidly obese patients; it remains

patent and provides long-term protection from PE.

Carotid Artery Surgery in a Community Hospital. Dilip

K. Sarkar, MD, Portsmouth.

This review is of 100 consecutive cases of carotid

artery surgery. The operations were performed in a

300-bed community hospital on 92 patients during a

period of 40 months. The mean was 67 yrs (range 44 to

82 yrs). Twenty-six patients had a history consistent

with coronary artery disease. Hypertension was pre-

sent in 30 patients; 34 had diabetes mellitus; 6 had

amaurosis fugax; 36 had TIA, and 24 had previous

stroke with recovery. Of 34 patients who were asymp-

tomatic, 18 had high grade preocclusive stenosis and

16 were operated upon prior to other major vascular
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surgery. Arteriographically proven stenosis between

75% and 99% of the arterial diameter was present in 74

patients. Twenty-three patients had a stenosis be-

tween 50% and 75% with ulceration. Recurrent steno-

sis was present in two patients and one carotid artery

surgery was done for kinking of the artery.

Sixty operations were performed on the left carotid

artery and 40 on the right. All operations were per-

formed under general anesthesia with routine use of

intraarterial line and intraluminal shunting. Ninety-six

arteriotomies were closed primarily and two closed

with patch angioplasty. Two patients with recurrent

stenosis had patch angioplasty. Postoperatively one

patient died from myocardial infarction 3 days after

surgery. Another patient developed a stroke on the

operated side and died within three weeks. Transient

postoperative neurological deficit developed in one

patient, manifested by weakness of the right hand. The
mortality rate of the group was 2%. This experience

clearly demonstrates that carotid endarterectomy can

be performed safely in a community hospital.

Criteria for Restoring Patency to the Thrombosed Ca-

rotid Artery. Irving Kron, MD, Gary Barone, MD,
Terry Flanagan, MPH, and Stanley Snyder, MD,
Charlottesville.

The natural history of chronic carotid occlusion is

ominous. Controversy exists whether patency can be

restored and maintained for a chronically occluded

carotid without the risk of hemorrhagic infarction in a

previously ischemic area. Eleven patients have been

operated on with chronic carotid occlusion at our

institution over the last 24 months. All patients had

either an onset of symptoms suggesting a relatively

recent occlusion (within 30 days) or ongoing symp-

toms referrable to the occluded side. No patients had

dense strokes. All patients were evaluated with CT
scans. There were no large acute defects. Carotid

angiography revealed five patients with common ca-

rotid occlusion and late filling of the internal carotid

and six patients with just internal carotid occlusion at

the bifurcation. The five patients with common carotid

occlusion had grafts from the ipsilateral subclavian

artery in combination with endarterectomy of the

carotid bifurcation. The other six underwent carotid

thromboendarterectomy with patency restored as de-

termined by intraoperative cerebral angiogram or

doppler examination. All patients did well with resolu-

tion of neurologic symptoms and without evidence of

perioperative stroke. All patients have been followed

with oculoplethysmography or postoperative carotid

angiography, which has suggested continued carotid

patency. In the absence of a dense stroke and particu-

larly when the carotid occlusion has been relatively

recent with ongoing lateralizing symptoms, carotid

patency can be restored at low risk.

Help for a troubled Mend

is only a phone call away.

If you suspect a colleague is experiencing problems with alcohol or

drug abuse, don’t contribute to the “conspiracy of silence,” call The

Medical Society of Virginia’s Physicians’ Health and Effectiveness Com-
mittee. A non-punitive approach through rehabilitation is an alternative.

Your report is kept confidential. Ask for Lorraine McGehee at MSV
headquarters, (804) 353-2721.
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Compensation for Vaccine Injury

£ j^To-FAULT’ insurance to compensate those in-

injured by childhood vaccines has become a

reality. It has been almost a year since this bill, as part

of PL99-660, was signed into law. Unfortunately, until

recently there has been no available fund from which

such compensation might be provided.

The legislation is now complete. The bill has been

signed into law as part of the budget reconciliation bill

and is now awaiting the drafting of accompanying

regulations. Implementation is planned for October 1.

Any person seeking damages must first apply for

compensation. If the compensation award is accepted,

no tort action is possible. If the compensation award is

rejected, the claimant can go to court against a vaccine

administrator or vaccine manufacturer. Administra-

tive settlement will be quick and reasonable, and it is

anticipated that most claimants will choose the admin-

istrative route.

All children injured before January 1, 1988, will be

eligible to receive compensation for all medical ex-

penses and up to $30,000 in related expenses. Such

benefits would be financed from general revenues.

All children injured after January 1, 1988, could

receive compensation for all ongoing medical ex-

penses and lost earnings and up to $250,000 for pain

and suffering. Such benefits would be financed from a

trust fund provided for by a surcharge levied against

the manufacturer and passed on in the charge of

distribution: $4.56 per dose for DTP; $4.44 for MMR;
and $.29 for poliomyelitis. Injuries must be of at least

six months’ duration to be considered. Two of the

three involved pharmaceutical firms support this ap-

proach.

There is a large variance in the number of anticipat-

ed vaccine injuries. As a consequence, the excise tax

is set at a level to compensate 150 new cases in each

12-month period. If the claim for compensation awards

exceeds this number, the Secretary of HHS must

notify Congress, and Congress will have six months to

address potential insolvency. If no action is taken, no

more petitions may be filed. The Centers for Disease

Control and the American Academy of Pediatrics

experts feel that there will be no more than 70 justified

claims each year.

The AAP, with the help of the National PTA and

numerous other groups, has been a bellwether in the

promotion of this law. The Academy feels that these

amendments represent a sound and reasonable solu-

tion to the funding of the national vaccine injury

program.

As an addendum, it should be noted that the act, as

originally passed, provided that plaintiffs against the

manufacturers must first pursue the compensation

system but included no such provision for actions

against vaccine administrators. The funding amend-

ment just passed does provide for protection of the

administrators. The Medical Society of Virginia,

through Sen. Clarence Holland, was a prime mover in

Virginia Senate Bill 665, which extended the protec-

tion of the federal act to those physicians practicing in

Virginia. Under the present federal legislation the

Virginia law will become moot. E.L.K., Jr.
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VIRGINIAMEDICAL OBITUARY

Memoir of Frank Kearney
1910-1987

By Jess Miller, MD

Frank A. Kearney II, who died in Hampton on

December 25, 1987, held loyalty to be the prime virtue.

He also admired strength of character, integrity and

intelligence, and in his life he demonstrated all these

virtues. He was loyal to the community of his birth,

returning to Phoebus and Hampton to spend his life

practicing medicine. He was loyal to family tradition in

politics and was an active force in the Democratic

party in Virginia throughout his life. His many friends

reciprocated the loyalty he showed to them, and he

was firm in his affection for the school that trained

him, the University of Virginia School of Medicine.

In his practice, he gave sound direction to his

patients. He expected that direction to be followed.

When it was not, he was known to correct the disloyal-

ty with a certain firmness. When his advice was
followed, the patient benefited from a sharp and

honest mind. Frank had the intellectual power to work
through a tough diagnostic problem and the integrity to

reject the false answer and to hold out for the correct

one. The depth of thought and judgment he brought to

patient care was a measure of his loyalty to his patients

and his craft.

Frank is missed by those who knew him.

Memoir of Frank Wade
1917-1987

By Robert F. Bondurant, MD, and

Warren L. Moorman, MD

Frank Alton Wade, MD, Roanoke, died December

7, 1987, following an acute coronary thrombosis.

Dr. Wade was born in Roanoke on October 10, 1917,

the son of Clarence George Wade and Ethel Burnett

Wade. He attended public schools, graduated from

Jefferson High School, Roanoke, and from Roanoke
College, Salem, and then received his doctorate in

medicine from the Medical College of Virginia, class of

1943. His postgraduate training included an internship

at Johnston-Willis Hospital, Richmond, and medical

residency at Lewis-Gale Hospital, Roanoke, and

McGuire Veterans Administration Hospital, Rich-

mond.

Dr. Wade was an assistant professor of medicine at

MCV when he was called to the Lewis-Gale staff in

1960; he practiced there until his retirement in January

of 1987, serving in many leadership positions, includ-

ing chief-of-staflf, chief of medicine, president of the

Lewis-Gale Building Corporation and program chair-

man for the Whitman Lectures for five years.

He was a member of the Roanoke Academy of

Medicine, The Medical Society of Virginia, the Ameri-

can Medical Association and the American Society of

Internal Medicine and was a fellow of the American

College of Physicians. As a captain in the US Army
Medical Corps, he served mainly with the Army of

Occupation in Germany. He was a member of the

Raleigh Court Presbyterian Church, where he served

as an elder, and his life was a witness to his Christian

commitment. He will be missed by patients, friends

and colleagues, but mostly by his devoted wife, Eve-

lyn Clark Wade, MD, his four children, and two

grandchildren.

Memoir of J.E. Mangus
1915-1988

By Tony Constant, MD, E. E. F[addock, MD
and W. R. Jones, MD

Dr. Julian E. Mangus died January 19, 1988, in

Richmond after a brief illness.

Born in Roanoke on December 10, 1915, Dr. Man-
gus was graduated from Bluefield College (1934), the

University of Richmond (1936), and Jefferson Medical

College (1940). After internship at Norfolk General

Hospital, he served from 1942-6 in the United States

Army.

After World War II he practiced general medicine

and obstetrics first in Wytheville and then in Spray,

North Carolina. He came to Richmond in 1957, and

after 1965 was on the staff of the McGuire Veterans

Administration Hospital, continuing in this capacity

despite cardiac problems until his retirement in 1981.

Dr. Mangus was a member of the Reveille United

Methodist Church. His professional memberships in-

cluded the Richmond Academy of Medicine, The

Medical Society of Virginia and the Virginia Academy
of Lamily Physicians. He is survived by his wife, two

daughters, a son, and seven grandchildren.

Sports interested Dr. Mangus, but the one he en-

joyed most was markmanship with pistol and revolver,

and he belonged to the National Rifle Association and
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the Fraternal Order of Police. In target shooting he

certainly followed the counsel of Osier, “that a physi-

cian should have a hobby and that he should ride it

hard.”

A man with a good sense of humor and an active

mind, he will be remembered as a kind friend and

companion.

Memoir of Roger Grady
1920-1987

By Douglas E. Pierce, MD

Roger C. Grady, MD, died July 31, 1987, in Roa-

noke. He was born in Norfolk, Nebraska, on June 21,

1920, received his BA degree from Stanford Universi-

ty in 1942 and his MD degree from Stanford in 1946.

Dr. Grady performed a fellowship in pediatric patholo-

gy at Beth Israel Hospital in New York City and his

pediatric residency at Detroit Children’s Hospital,

staying there for two years after his training.

He moved to Roanoke in 1955 and started his

pediatric practice, devoting the remainder of his pro-

fessional life to caring for children. He was especially

known for his concern for needy and underprivileged

children. He was the physician to Youth Haven,

Sanctuary and Hegira House. He was a sponsor of the

Special Olympics. He often gave of his time to do

physical exams on needy and handicapped children; at

times these children were brought to his office by

school busloads.

Dr. Grady was a fellow of the American Academy of

Pediatrics and a member of the American Medical

Association, The Medical Society of Virginia and the

Virginia Pediatric Society. He was a member of Christ

Episcopal Church and a former lay reader. His hob-

bies were hunting, gardening and photography.

Dr. Grady will be deeply missed by his patients and

friends, but most of all by his devoted wife, children

and grandchildren.

Memoir of Ronald Rau
1942-1987

By Charles F. Andersen, MD

Ronald Walter Rau, who died October 29, 1987, at

the age of 45, was born and raised in Chicago, graduat-

ed from Duke University in 1964 and Baylor College of

Medicine in 1969. Following internship at Cook Coun-
ty Hospital, he completed his residency at Northwest-

ern University. He practiced orthopedic surgery in

Waynesboro from 1974 until his death.

Ron was a fellow of the American Academy of

Orthopedic Surgery and the American College of

Surgeons and was a member of the International

Arthroscopy Society and Phi Beta Kappa. He was a

past president of the Waynesboro Community Hospi-

tal medical staff and chief of surgery at the time of his

death. He was a physician advisor for the Medical

Society of Virginia Review Organization.

Ron decided to forego a professional baseball career

to enter medicine. He set his standards high and

achieved the respect not only of local colleagues but of

orthopedic surgeons throughout the region. He was
one of the first to perform arthroscopic surgery in

Virginia.

Ron made similar contributions to his local commu-
nity in Stuarts Draft. He was past president of the

Stuarts Draft Sportsman’s Club and a member of the

Ruritans, for which he directed the youth baseball

program. He coached Babe Ruth baseball teams for

many years. At the time of his death he was a

prinicipal organizer and fund raiser to develop a com-

munity park. He was a member and deacon of the

Presbyterian Church.

While straightforward and open and sometimes even

abrupt in manner, he never quite covered up his

underlying good humor and affection for those around

him.

A full, productive schedule did not deter Ron from

family time. He loved and respected his wife, Paula,

and spoke admiringly of her talents. He was appropri-

ately proud of the early achievements of their children,

Peter, Jill and Tom.
Although his life was not full in years, he lived each

day to the fullest, and he is missed not only by family,

patients and friends but by an entire community.

• Chester Dale Bradley, MD, Hampton physician for

almost 50 years; University of Illinois College of

Medicine, 1935; age 87; died February 16, 1988.

• Campbell Harris, Jr., MD, Richmond anesthesiolo-

gist; University of Virginia School of Medicine, 1949;

age 61; died February 14, 1988.

• Thomas R. Johns II, MD, Charlottesville; Harvard

Medical School, 1948; age 63; died February 11, 1988.

Dr. Johns was chairman of the University of Virginia’s

Department of Neurology.

• Robert T. Peirce, Jr., MD, Newport News internist

and 50-Year Club member; University of Virginia

School of Medicine, 1929; age 83; died February 10,

1988.

• George Breaker Setzler, MD, Pennington Gap; Uni-

versity of Virginia School of Medicine, 1918; age 92;

died December 1, 1987. Dr. Setzler was a general

practitioner and 50-Year Club member.
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The complete
journal for

family practice
physicians
Reaches 79,000 family physicians monthly

Presents the most commonly seen patient

problems in family practice

Written by physicians for physicians

The most current clinical updates in:

Cardiology Ob/Gyn
Diabetes Psychiatry

Pediatrics Gastroenterology

Provides 20 hours of CME Category 1 Credit

Pain pathways, page 63

Family Practice Recertification*

JULY 1987 ; VOL. 9. NO. 7

CLINICAL ARTICLES

i Endometrial Cancer: Causes and Patient Evaluation

Pain Management in Primary Care

Controlling Side Effects of Antipsychotic Drugs.
Part 2: Extrapyramidal Symptoms

Osieoporosis. Part 2: Prevention and Treatment

KEEPING CURRENT

Assessing Impairment of Elderly
Hospitalized Patients

Routine Radiological Testing for

Respiratory Illness

Using Ultrasound to Detect Hip
Abnormalities

Diagnosing Bone Infection Under
Pressure Sores

Slowing Progression of Diabetic
Nephropathy

Behavioral Disorders Among
Children of Alcoholic Fathers

Catheter-Related Septic Central
Venous Thrombosis

Withdrawing Patients From
Antihypertensive Drug Therapy

Cesarean Section and Infant

Survival

Preventing Neonatal Group B
Streptococcal Disease

Diagnosing Acute Scrotal Pain

Urinary Tract Infections Among
Uncircumcised Infants

Colonoscopy: Detecting Recurrent
Colorectal Cancer
Surgical Management of Chronic
Intestinal Ischemia

Preventing Travelers' Diarrhea

SPECIAL FEATURE

Willingway; A Fellowship in Alcoholism and Drug Addiction
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herpes labialis

“HERPECIN-L is my treatment of choice for

perioral herpes,” GP, NY

“HERPECIN-L appears to actually prevent the

blisters . . . used soon enough.” DDS, MN

“HERPECIN-L*. . . a conservative approach
with low risk/high benefits.” MD, FL

“Used at

never formed remarkabh

blisters

DH, MA
“(In clinical trials) . . . response was dramatic.

HERPECIN-L .
.
proven far superior.” DDS, PA

patients claimed shorter duration ... at

prodromal symptoms . . . HERPECIN-L
averted the attacks.” MD, AK

OTC. See P.D.R. for information. For samples to make
your own clinical evaluation, write: Campbell Laboratories,

IIODDOPin H ® fsc., P.O. BOX 812-MD, FDR STATION, NEW YORK, N.Y.

ncni*GUiii"U=j 10150

In Virginia, HERPECIN-L is available at all Revco, RiteAid and other select pharmacies.



PEDIATRICIAN—Full or part-time to join a growing group

practice in Northern Virginia area. Candidate should be board

certified/eligible with Virginia license a plus. Competitive com-

pensation and benefits package with position available June

1988. Call J. S. Skoloff, MD, (703) 444-3403, or D. F. Beckman,

(703) 369-1202, or send CV and references to J. S. Skoloff, MD,
107 E. Holly Ave., Suite 6, Sterling, VA 22170.

MINOREMERGENCY Center—Modern, well-equipped office

in affluent area of Richmond. $350,000 gross and growing.

Major tax shelter benefits. Principals will stay through transi-

tion. Write PO Box 2581, Providence RI 02906 or call (401) 274-

0800.

INTERNIST wanted for an established practice in Falls Church,

Virginia. Must be highly motivated and energetic. General inter-

nal medicine or subspecialty. Exceptional salary and benefits.

Call (703) 536-5967 between 10 am and 4 pm.

LOCUM TENENS—Opportunities available throughout the

country. Work one to fifty-two weeks while you travel and enjoy

an excellent income. Malpractice insurance, housing and trans-

portation provided. Contact LOCUM Medical Group, 30100

Chagrin Boulevard, Cleveland OH; 1-800-752-5515.

ORTHOPEDIC SURGEON—Northern Virginia Training

Center, near George Mason University needs orthopedic con-

sultant for developmentally disabled for orthopedic clinic at the

Center. Two yours once a month; acute orthopedic care at office

or local emergency room; elective surgeries at Fairfax/Fair Oaks

Hospitals. Contact (703) 323-4093.

FOR SALE—Medical clinic in Northern Virginia. Computer-

ized, modern, fully equipped lab and x-ray. Experienced staff,

physicians and technicians. Established and developing prac-

tice. Require minimum $50,000 for purchase, or $8,000 to lease

with option to purchase. Long-term lease on prime location.

Send inquiries to G. F. Chaplin & Co., 5148 Leesburg Pike,

Alexandria VA 22302 or call George Chaplin at (703) 845-1755.

FOR SALE—Ames Seralyzer, six months old. Modules for seven

tests, can do 15 tests if desired. Best offer. Call (703) 638-3941.

PHYSICIANS-Primary care physicians needed for the coastal

areas. We are a subsidiary of Coastal Group, Inc. and we are

adding contracts to provide primary medical care for military

beneficiaries. We therefore need physicians who are residency

trained in IM, FP, EM, Ped, or Ob/Gyn. We provide excellent

hours compensation and procured liability insurance. If you

have an interest, please call Scott Caldie at (800) 528-0396 or

send your CV to Coastal Government Services, Inc., PO Box

15066, Durham NC 27704.

Put your ad in

VIRGINIA
MEDICAL

the Virginia doctors' classified.

VaMPAC

Major concerns affecting the

medical profession are decided

in the political arena and
VaMPAC needs your membership

to financially support

campaigns of legislative

candidates, and reflects your

commitment to political action.

VaMPAC can influence the

political and legislative

decisions that determine the

practice of medicine in the

Commonwealth. We can ensure

that our legislators receive the

best advice on actions that

affect our patients and our

profession. Medicine's views on
these important issues are

critical to ensuring that good
legislation becomes law—and
that bad legislation doesn't.

VaMPAC is the political action committee of

The Medical Society of Virginia.

1 Enclosed is a check for:

* $100 for a Sustaining Membership, or

I
$250 for a PAC 250 Membership that

includes your spouse.

| Name
Address

| City

|
State Zip

“ Spouse

All memberships include annual membership in

! AMPAC.

I ,
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For his “outstanding contribu-

tions to the medical profession,” Dr.

Elam C. Toone, Jr., Richmond, be-

came the 24th recipient of the Louise

Obici Memorial Hospital’s annual

award during ceremonies at the hos-

pital’s clinical conference early this

month in Suffolk.

An emeritus professor of medicine

at his alma mater, the Medical Col-

lege of Virginia/VCU, Dr. Toone
founded MCV’s Arthritis Clinic in

1938, when there was no such thing

as an arthritic specialist. Since then

he has continued to be a leader in the

field of rheumatology and is the au-

thor or coauthor of more than 70

scientific publications, mainly on

that subject.

Dr. John B. LaFave is the new
president of the medical staff of Me-
morial Hospital of Martinsville and

Henry County.

When the Richland Area Chamber
of Commerce named the communi-
ty’s outstanding citizens for 1987,

two of the four persons selected

were physicians. They are Dr. Jo-

seph A. Robinson, honored for his

work in area development, and Dr.

Robert A. Abernathy, recognized for

his professional service. Both men
are on the staff at the Clinic, former-

ly the Clinch Valley Clinic.

Dr. Robinson, a Richlands native,

recently retired after 50 years of

medical practice and other service to

the community, including the dona-

tion of a large tract of land for a

public park.

Dr. Abernathy is a past president

of the Tazewell County Medical So-

ciety and the Virginia Society of

Internal Medicine and served a five-

year term on the State Board of

Medicine. A former member of the

Editorial Board of this journal, he

was a leader in developing a library

system for the town, and in his role

as president of the Richlands Area
Chamber of Commerce he stimulat-

ed the formation of an arts program
for the community. In addition, he

has given freely of his medical serv-

ices to blood pressure screening clin-

ics, underprivileged children, the

Boy Scouts, and countless other

worthy causes.

Dr. Raymond S. Brown, Glouces-

ter GP, is a longtime Episcopalian

—

a vestryman, in fact, but no matter,

the congregation of Providence Bap-

tist Church in Gloucester wanted to

do him honor, and so they did. They
gave him a luncheon and reception

in the church’s Fellowship Hall “to

show him how much we appreciate

and love him,” said the pastor, for

being family physician to so many of

the church’s families. He was given

flowers, listened to special music

dedicated to him and then greeted

the many patients who crowded into

the room to wish him well. His wife,

Elizabeth Brown, was at his side,

and nearby were his mother, sister,

brothers, daughter, soninlaw and

grandchildren.

Dr. Brown was born, reared, and

went to school in Gloucester Court-

house. Well-known in Virginia’s

medical community for his leader-

ship in organized medicine, he has

been President of The Medical Soci-

ety of Virginia and in 1977 was the

recipient of the Society’s Communi-
ty Service Award.

After 35 years as a general practi-

tioner in northern Accomack County
on the Eastern Shore, Dr. Donald

Fletcher, Jr., has retired to his home
in Atlantic, although he’ll return to

medicine in a minute, he told a re-

porter for the Eastern Shore News,
“if I ever get straightened out physi-

cally.”

Five generations of his family

have practiced medicine on the East-

ern Shore, according to Dr. Fletch-

er. His grandfather, Dr. Frank

Fletcher, was not only a GP at Jen-

kins Bridge but also served in the

Virginia General Assembly and was
the state’s first commissioner of fish-

eries.

A native of Horsey on the Eastern

Shore, Dr. Donald Fletcher was
graduated from Temperanceville

High School, then earned a degree in

business administration from the

University of Alabama. He worked
as an accountant for a while, then

entered the Navy for active duty in

the Southwest Pacific with the First

Marine Amphibious Corps. After his

discharge he enrolled at Roanoke
College for premed studies, graduat-

ed in 1951 from the Medical College

of Virginia, interned in Portsmouth,

and then opened his office in Hors-

ey. He was still there when he re-

tired last year.

While the presidential primaries were making a lot of noise over the

nation, Virginia’s component medical societies were quietly electing

presidents of their own. Here are some of them. Others will be

reported in future.

Alleghany-Bath Counties Medical Society: Dr. Paul L. Strausbaugh.

Arlington County Medical Society: Dr. Catherine S. Casey.

Fairfax County Medical Society: Dr. Edgar H. Soifer.

Fredericksburg Area Medical Society: Dr. F. Baldwin Harrington, Jr.

Hampton Medical Society: Dr. Hedley N. Mendez III.

Prince William County Medical Society: Dr. Richard D. Travers.

Richmond Academy of Medicine: Dr. William A. Robertson.

Rockingham County Medical Society: Dr. Robert B. Eggleston.

Roanoke Valley Academy of Medicine: Dr. John T. Allen.

Southside Virginia Medical Society: Dr. Arthur S. Gear, Jr.

TriCounty Medical Society: Miley W. Walker, MD
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LETTERS
Joyous attitude to litigation

“a breath of fresh air”

I have just finished reading Dr. Bickers’ article,

“The Joys of Litigation” in the February issue of

Virginia Medical. 1

Like so many of my colleagues, I have tried to read

most of the things that cross my desk regarding

medical malpractice, the posture of the physician

whether as defendant or as expert, and the multiple

words of wisdom from the legal analyst expert to the

medical profession so that we may “stay out of

trouble.” But Dr. Bickers’ article is the first time I

have enjoyed reading comments about this terrible

subject. The article was like a breath of fresh air

among the other messages of doom and despair. I

would urge him to amplify his attitude on other facets

of this general subject since I anticipate they would

make equally supportive and stimulating reading for all

of us.

Jerome E. Adamson, MD
400 West Brambleton Avenue
Norfolk VA 23510

1. Bickers WM. The joys of litigation. Va Med 1 988 ;
1 1 5:

68-9

Physicians have major stake in

crime victims’ compensation program

During a recent consultation visit with my physi-

cian, Dr. Paul Middleton, a discussion developed

relative to our individual occupations. In the course of

the conversation, I mentioned how much money our

agency has paid out in benefits to medical providers.

Dr. Middleton suggested I write a letter to Virginia

Medical explaining how this program works.

The Division of Crime Victims’ Compensation of

Virginia was created by a legislative act during the

1976 Session of the General Assembly. Its intent is to

provide financial assistance to persons or their depen-

dents who are innocent victims of violent criminal acts

and, as a result, suffer financial hardships.

This program was originally funded by a $10 assess-

ment added to court costs of offenders convicted of

certain classes of crimes. In 1980, the assessment was
increased to $15, and at its recent session Virginia’s

General Assembly passed a measure increasing that

assessment so that the fund would receive almost $1

million more; as this was written the measure needed

only Governor Baliles’ signature to become law.

In 1985 we began receiving grants from a new
Federal Crime Victims Program called VOCA. These

grants are based on 35% reimbursement of the total

amount of awards paid by our program.

The program is funded entirely by these two

sources—the assessments by the state and the grants

from VOCA.
To qualify for benefits, a person must 1) be physical-

ly injured or killed as a direct result of a crime. The
crime must 2) occur within the boundaries of Virginia

and 3) be reported to law enforcement in a timely

manner. 4) The claimant/victim must cooperate with

law enforcement, including the prosecution of the

offender, if possible. If the offender is unknown or

prosecution is not possible, a claim can still be proc-

essed. 5) The victim must be entirely innocent, having

in no way contributed to the injuries because of his/her

conduct. 6) The claim must be filed within 180 days

from the date of the crime, unless just cause can be

shown for exceeding this time limit, in which case the

filing time can be extended to two years. A claim may
be filed in writing or in person.

Awards are made for loss of wages or for support in

death cases, computed at 66 2/3% of the victim’s

average, gross, weekly wages, not to exceed $200 per

week. Other covered expenses include unreimbursed

medical costs, funeral expenses (not to exceed

$1,500), portions of medical expenses, pregnancy re-

sulting from forcible rape, and any other reasonable

and necessary expenses incurred as a direct result of

injury or death. Property loss is not covered. Awards
are subject to a $100 deductible (except persons 65

years of age or older). No award shall exceed $15,000

in the aggregate.

Our program is the last financial resource for vic-

tims. We cover balances after payments made by

insurance, state/local hospitalization, Medicaid, Medi-

care, or any other collateral source.

The average victim is a white male between 21 and

29 years of age and the average award is $3,000.

Awards for loss of wages and out-of-pocket expenses

are paid directly to the victim. Outstanding medical

debts are normally paid directly to the provider.

In the fiscal year ending June 30, 1987, we awarded

$350,000 to doctors; $9,224 to dentists; $709,286 to

hospitals; $3,602 for drugs; $71,429 for mental health;

$55,703 for funerals; $250,646 for loss of income; and

$16,584 in other related expenses. A total of 79% of

our awards was related to medical expenses. Since

1977, we have awarded approximately $4.3 million in

medically related expenses, the majority of which

were paid directly to the providers.

For more information about this program, contact

our office at the address below or call (804) 367-8686.

Robert W. Armstrong
Director,

Division of Crime Victims Compensation

PO Box 5423, Richmond VA 23220
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VaMpac

Major concerns affecting the

medical profession are decided

in the political arena and

VaMPAC needs your membership
to financially support

campaigns of legislative

candidates, and reflects your

commitment to political action.

VaMPAC can influence the

political and legislative

decisions that determine the

practice of medicine in the

Commonwealth. We can ensure

that our legislators receive the

best advice on actions that

affect our patients and our

profession. Medicine’s views on

these important issues are

critical to ensuring that good
legislation becomes law—and
that bad legislation doesn't.

VaMPAC is the political action committee of

The Medical Society of Virginia.

Enclosed is a check for:

$100 for a Sustaining Membership, or

$250 for a PAC 250 Membership that

includes your spouse.

Name
Address
City

State Zip

Spouse

All memberships include annual membership in

AMPAC.

ARAFATE'
(sucralfate) Tablets

BRIEF SUMMARY

CONTRAINDICATIONS
There are no known contraindications to the use of sucralfate.

PRECAUTIONS
Duodenal ulcer is a chronic, recurrent disease. While short-term treatment with sucralfate

can result in complete healing of the ulcer, a successful course of treatment with

sucralfate should not be expected to alter the post-healing frequency or severity of

duodenal ulceration.

Drug Interactions: Animal studies have shown that simultaneous administration

of CARAFATE (sucralfate) with tetracycline, phenytoin, digoxin, or cimetidine will result

in a statistically significant reduction in the bioavailability of these agents. The bioavailability

of these agents may be restored simply by separating the administration of these

agents from that of CARAFATE by two hours. This interaction appears to be nonsys-

temic in origin, presumably resulting from these agents being bound by CARAFATE in

the gastrointestinal tract. The clinical significance of these animal studies is yet to be

defined. However, because of the potential of CARAFATE to alter the absorption of

some drugs from the gastrointestinal tract, the separate administration of CARAFATE
from that of other agents should be considered when alterations in bioavailability are felt

to be critical for concomitantly administered drugs.

Carcinogenesis, Mutagenesis, Impairment of Fertility: Chronic oral toxicity

studies of 24 months' duration were conducted in mice and rats at doses up to 1 gm/kg

(12 times the human dose). There was no evidence of drug-related tumorigemcity. A
reproduction study in rats at doses up to 38 times the human dose did not reveal any

indication of fertility impairment. Mutagenicity studies were not conducted.

Pregnancy: Teratogenic effects. Pregnancy Category B. Teratogenicity studies

have been performed in mice, rats, and rabbits at doses up to 50 times the human dose

and have revealed no evidence of harm to the fetus due to sucralfate. There are,

however, no adequate and well-controlled studies in pregnant women. Because animal

reproduction studies are not always predictive of human response, this drug should be

used during pregnancy only if clearly needed.

Nursing Mothers: It is not known whether this drug is excreted in human milk.

Because many drugs are excreted in human milk, caution should be exercised when
sucralfate is administered to a nursing woman.

Pediatric Use: Safety and effectiveness in children have not been established.

ADVERSE REACTIONS
Adverse reactions to sucralfate in clinical trials were minor and only rarely led to

discontinuation of the drug. In studies involving over 2,500 patients treated with sucralfate,

adverse effects were reported in 121 (4.7%).

Constipation was the most frequent complaint (2.2%). Other adverse effects, reported

in no more than one of every 350 patients, were diarrhea, nausea, gastric discomfort,

indigestion, dry mouth, rash, pruritus, back pain, dizziness, sleepiness, and vertigo.

OVERDOSAGE
There is no experience in humans with overdosage. Acute oral toxicity studies in

animals, however, using doses up to 1 2 gm/kg body weight, could not find a lethal dose.

Risks associated with overdosage should, therefore, be minimal.

DOSAGE AND ADMINISTRATION
The recommended adult oral dosage for duodenal ulcer is 1 gm four times a day on

an empty stomach.

Antacids may be prescribed as needed for relief of pain but should not be taken

within one-half hour before or after sucralfate.

While healing with sucralfate may occur during the first week or two, treatment

should be continued for 4 to 8 weeks unless healing has been demonstrated by x-ray or

endoscopic examination.

HOW SUPPLIED
CARAFATE (sucralfate) 1-gm tablets are supplied in bottles of 100 (NDC 0088-1712-47)

and in Unit Dose Identification Paks of 100 (NDC 0088-1712-49). Light pink scored

oblong tablets are embossed with CARAFATE on one side and 1712 bracketed by C's on
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itself. Then with two other physi-

cians he developed a landmark study

defining what medical school stu-

dents who intend to go into family

practice medicine should learn, and

how and where they should learn it.

The department now is one of the

state’s prime suppliers offamily phy-

sicians, and the study has attained

worldwide circulation as the first

truly academic program in family

practice.

The program Dr. Mayo initiated

turns out 36 family physicians a

year. Of these, “64% have stayed in

Virginia, and 60% have gone to non-

metropolitan areas,” Dr. Mayo told

a reporter. The University of Virgin-

ia’s program turns out another 22

doctors a year and the Eastern Vir-

ginia Medical School program 12.

Dr. Mayo went through MCV
himself in the 1950s and was practic-

ing as a GP in Virginia Beach when
he was tapped to organize his alma

mater’s family medicine department.

Through his tenure at MCV he has

maintained a second home in Virgin-

ia Beach, there to indulge his love of

sailing.

WHO’S
WHO

INVIRGINIAMEDICINE

A campaign for funds to endow a

chair in pulmonary medicine is un-

derway at the Medical College of

Virginia/VCU to honor Dr. W. T.

Thompson, Jr., Richmond. In the

sixties, when he was chairman of

MCV’s Department of Medicine,

Dr. Thompson collaborated in the

establishment of the college’s Pul-

monary Division, including one of

the earliest respiratory intensive

care units in the country. Today the

division has nine faculty members
and the ICU has 15 beds; there is

also a pulmonary function labora-

tory, a respiratory therapy section

and bronchoscopy service.

A native Virginian, Dr. Thompson

was graduated from the Medical Col-

lege of Virginia in 1938; in 1986 he

was given the Outstanding Alumnus
Award of the Medical Division,

MCV Alumni Association. His pre-

med alma mater, Davidson College,

conferred on him the degree of Doc-

tor of Science, and he is a master,

and a former Governor for Virginia,

of the American College of Physi-

cians. For the Richmond Academy
of Medicine he has served as presi-

dent. The author of more than 30

published medical articles, Dr.

Thompson was Editor of Virginia

Medical from 1959 to 1973. From
the Westminster-Canterbury retire-

ment home in Richmond, where he

has served as medical director, he

recently received the Lettie Pate

Whitehead Evans Award for distin-

guished volunteer leadership.

In Richmond, Dr. Fitzhugh Mayo
retired at the close of 1987 after 17

years as chairman of the family prac-

tice department at the Medical Col-

lege of Virginia, where he built a

national reputation as an educator.

First he started the department

Below, Dr. Thompson with an award for Virginia Medi- y
cal received during his editorship. Right, Dr. Mayo in

^
front of the Medical College of Virginia Hospitals.
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Proposal for a System Based on
the Patient-Physician Relationship

Stephen M. Ayres, MD, Richmond, Virginia

As the Medical College of Virginia/Virginia Commonwealth University cele-

brates its 150th birthday, the dean of the School of Medicine calls for a renewal of
the time-honored patient-physician relationship based on human values and
perceived need. “The nation yearns,” he says, “for caring physicians.”

A visitor climbing to the pinnacle of the West

Hospital today might look about and reflect on

the beginnings of academic medicine in Richmond. His

gaze would first focus on those two classic buildings of

Robert Mills, the Monumental Church and the White

House of the Confederacy, built in 1814 and 1818

respectively, on the eve of the founding of the Medical

College of Virginia. He might then see the Greek
Revival First Baptist Church begun about the time the

college was founded and two other buildings con-

structed a few years later, the home of one of its

founders, Socrates Maupin, and the Egyptian building,

both completed in 1845-1846. He then could see two
more recent buildings, the Memorial Hospital, dating

from 1900, and McGuire Hall, originally built for the

University College of Medicine in 1912. Were he to

remain at the top of the West Hospital long enough, he

could observe the trajectory of the sun above Rich-

mond and might wonder whether, at the moment of the

Sesquicentennial, the profession of medicine was at

sunrise, sunset or high noon.

R ecently published reports on the health status

of Americans should have led to wild celebra-

tion in the streets. Almost 70% of the population live

Address correspondence to Dean Ayres at Box 565, MCV
Station, Richmond VA 23298.

to age 70, compared to 35% in 1900. Mortality rates for

specific groups declined remarkably between 1977 and

1984. Infant mortality decreased by 24%, childhood

mortality by 23%, that for adolescents by 13% and for

adults by 16%. If these trends continue through 1990,

the goals of the Public Health Service for declines of

20-25% for each age group would be met. But these

goals may be running into conflict with other streams

of thought in contemporary American life. Elected

officials, some economists, business leaders and oth-

ers appear deeply concerned over the costs of health

care and wonder whether the medical profession has

functioned as efficiently as it could to protect and

preserve the public health.

In 1986, the United States spent $458 billion dollars

on health care; $190 billion came from governmental

sources, $141 billion from health insurance, and $116

billion from direct payments by consumers. Ameri-

cans spend 2.8 times as much per capita as the British,

17 times as much as the French, and 1.7 times as much
as the Canadians. While the cost side is clear, esti-

mates of benefit are difficult to determine. Life expec-

tancy in 1982 was 74 years for Americans and Canadi-

ans, 73 for Italians and the British; it was 70 for

Russians and 77 for Japanese. The British system

deserves study because that country spends 5.7% of

its gross domestic product for health care while the
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I I

“Patients often feel they have

lost their physician-friend and

become an anonymous cipher

passedfrom specialist to specialist.”

United States spends 10.8% (1985 data). Whether the

quality of care is actually different is difficult to say,

but the rate of nosocomial infections in hospitals,

presumably a measure of quality, is 4% in the United

States, 10% in Great Britain, and 7% in Italy. It is

worth noting that all of these countries except the

United States have a governmental system of health

insurance and very little malpractice litigation.

The public and most physicians seem disenchanted

with the present system of health care delivery, al-

though their perceptions are strikingly different. Nor-

man Cousins, former editor of the Saturday Review of

Literature and now a medical school faculty member,

found 85% of Californians had changed physicians in

the past five years or were thinking of changing for

reasons other than relocation. Only 25% changed

because of perceived physician incompetence; the rest

changed because of the style or personality of the

physician.
1 A Harris poll completed in 1984 reported

that almost 50% of respondents believed that “funda-

mental changes are needed to make it [the health care

system] work better” and 31% agreed with the state-

ment that “the American health care system has so

much wrong with it that we need to completely rebuild

it.”
2 The poll indicated that health care costs were an

almost unanimous concern and that the public would

embrace health maintenance organizations and the

government standardization of fees; 58% said they

would be willing to limit their care to a limited number
of physicians and hospitals if they could pay a smaller

share of the cost of treatment. Physicians themselves

are no better pleased with the system than their

patients, although for rather different reasons. William

S. Hotchkiss, President of the American Medical

Association, summarized the prevailing professional

view at the 1987 interim meeting of the House of

Delegates: 3 “Three-fourths of our physician respon-

dents,” he reported, “agreed that the quality of health

care is being threatened by an overemphasis on cost

containment, and 16% of the physicians polled indicat-

ed that the main problem facing medicine today is the

infringement on the physician’s freedom to practice

medicine according to his or her best judgment.”

Much of the problem lies in the rapid emer-

gence of medicine as a science. The tradition-

al patient-physician relationship has been replaced by
effective but often impersonal modern technology;

patients often feel they have lost their physician-friend

and become an anonymous cipher passed from spe-

cialist to specialist. Unfortunately, the biomedical

achievements of the past several decades have not

been accompanied by parallel advances in the under-

standing of social organizations and human behavior.

A system of health care based on incomplete knowl-

edge and half-way technology has resulted in great

instability and a dramatic increase in the cost of care.

Many life-extending technologies, such as coronary

artery bypass, joint replacement, hemodialysis and

organ transplantation, temporarily repair dysfunction-

al physiology but do not really alter the basic disease

process so that neither prevention nor cure are possi-

ble. A good deal is known about life style and the

prevention of disease but good health practices are

sparsely practiced. Even known approaches to disease

prevention are not universally practiced. In one large

study only 11% of hypertensives had their high blood

pressure under control, and only 18% of high-risk

patients are immunized against influenza.

The contrast between the conquest of poliomyelitis

over 30 years ago and our present-day inability to deal

with another virus, HIV I, emphasizes the need for

continued research into human disease. Sabin and

Salk capitalized on the discovery of Enders, Weller

and Robbins that poliovirus could be cultured in

artificial media and neutralized by appropriate anti-

bodies. The resulting vaccine prevented intestinal

growth of virus in exposed individuals and prevented

poliomyelitis, practically eliminating death and disabil-

ity from this dread disease. The thousands of iron

lungs that represented support for this dysfunctional

physiology could be discarded and laid to rust as half-

way technology was replaced by curative science.

Tragically, research in virology and immunology was

neglected during subsequent years as scarce federal

research dollars were invested in disease-related re-

search. While industry and the military wisely spent a

substantial fraction of their overall revenues on re-

search, governmental decision makers deemphasized

medical research and acted as if the nation knew about

all it needed to know about human biology in disease.

In 1986, for example, health-related research expendi-

tures amounted to $8.2 million, or 1.8% of total health

expenditures. Perhaps the spread of the acquired

immune deficiency syndrome across the country has

made some of the public wonder why basic research

was so neglected.

The American health care system, until very recent-

ly, has been a loosely regulated, physician-directed

hegemony with little evidence of integration or organi-

zational planning. The striking regional variation in the

rates of surgical procedures suggests that physician

inclination rather than patient need dictates the style

of practice. Physicians prided themselves on their
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ethic of compassion and selflessness, were paternalis-

tic, and demanded as much autonomy as possible.

They tried to do what they felt was in the best interests

of each patient, and the general public was led to

believe that any form of health care was a nationally

ordained right, regardless of the cost. At some point in

the early 1970s, business and political leaders decided

somewhat arbitrarily that too much was being spent on

health care and focused on cost containment rather

than the quality of care. The economist Alain Entho-

ven and others convinced decision-makers that in-

creased competition would reduce health care costs,

and a paralyzing entrepreneurialism, encouraged by

government, swept over the health care scene as

business-oriented managers discovered that huge prof-

its could be made if the quantity and quality of care

were just slightly reduced. Giant for-profit hospital

corporations watched their profits soar as business

techniques were applied to hospital management.

When it became clear that new federal regulations

appeared likely to make hospital care less profitable,

the health care capitalists discovered the health main-

tenance organization (HMO) and suddenly decided to

develop programs that encouraged patients to remain

out of hospitals. Not surprisingly, business competi-

tion drove prices up. The cost of care at for-profit

hospitals was found to be higher than that at not-for-

profit hospitals, and length of stay turned out to be

longer in areas where greater competition existed. A
California physician in 1984 summarized the concern

of many physicians when he remarked that “it is clear

that. . .while we [the profession] have been avoiding a

headlong collision with socialism, we have been blind-

sided by capitalism.” His concerns seemed justified as

economists predicted that the private practice of medi-

cine might disappear and be replaced by a small

number of all health care corporations.

Ahealth care system must be able to provide

medically needed care at a reasonable societal

cost. Such a system must be based on an understand-

ing of human values and perceived need. The patient-

physician relationship is the talisman of such a value-

oriented system. Lewis Thomas said it better than

most: 4 “The close-up, reassuring, warm touch of the

physician, the comfort and concern, the long, leisurely

discussions in which everything including the dog can

be worked into the conversation. . .has roots that go

back into the beginnings of medicine’s history, and
needs preserving.” Suchman and Matthews5 have
pointed out that the normal human sense of isolation is

intensified by illness: “A feeling of connectedness

with the doctor, of being deeply heard and understood,

reduces this feeling of isolation and eases despair. This

feeling is the very heart of healing.” Patients under-

stand the force of this relationship and list demonstra-

tion of personal concern and willingness to listen as

the most important of physician attributes.

The British system is based on this relationship.
6 A

general physician cares for an average of 2,200 people

and arranges for consultation or hospitalization as

needed. These family physicians care for individuals

almost from the moment of birth and come to know
their physical and emotional needs. Patients may
enroll with any physician who has an opening but

geographic location usually dictates physician choice

and changing of physicians is a rarity. Hospital care is

delivered by specialists, allowing the family physician

to emphasize preventive and continuing care. The

British have made much more creative use of the

health care team than its American counterpart. Each

physician is supported by nursing sisters and health

visitors who follow patients in the office and at home.

The cultural view of the registered nurse is demon-

strated by the relationship between the incomes of

physicians and nurses. In the United States, physi-

cians earn three to more than five times the income

that nurses do; in Great Britain the ratio is two to three

times.

Certainly the most difficult issue facing any health

care system is determining what costs should be

reimbursed. The British system has been roundly

criticized for its explicit rationing of medical services,

while the American fee-for-service system encourages

physicians and their insured patients to receive any

available treatment regardless of the cost or the pre-

sumed benefit. Almost all observers agree that many
patients receive unnecessary diagnostic and therapeu-

tic interventions, and the idea of some sort of capita-

tion seems essential. The difficulty lies in establishing

a reimbursement system that will allow the provision

of medically necessary procedures.

Cost-benefit issues are particularly important in

understanding the correct utilization of intensive care

facilities. Modern critical care is expensive and may
produce unexpected and adverse side effects which

actually increase hospital mortality. The general pub-

lic is beginning to realize that, in certain situations,

continuing supportive care offers no further chance of

survival and is burdensome to both patient and family.

A biphasic relationship has been demonstrated be-

tween survival and the intensity of therapeutic inter-

vention. Mortality decreases with increased therapeu-

tic intervention for about half of the patients in

I I

“Physicians must take a leadership

role in helping patients and
their families determine when

further care is no longer useful.
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intensive care units, but rises in spite of increased

therapeutic effort in the remainder. Care of patients

who are too sick to benefit from critical care may
account for 25% of critical care costs, while admission

of patients not ill enough to require critical care

probably consumes an additional 25% of total costs.

A sober understanding of what health care can and

cannot do could substantially decrease both human
suffering and health care costs. The President’s Com-
mission for the Study of Ethical Problems in Medicine

and Biomedical and Behavioral Research7
sent a most

significant document on March 21, 1983, to the Presi-

dent of the United States, the President of the Senate,

and the Speaker of the House of Representatives.

Prefatory remarks emphasized that “we have conclud-

ed that the cases that involve true ethical difficulties

are many fewer than commonly believed and that the

perception of difficulty occurs primarily because of

misunderstandings about the dictates of law and eth-

ics. Neither criminal nor civil law precludes health

practitioners or their patients and relatives from reach-

ing ethically and medically appropriate decisions

about when to engage in or to forego efforts to sustain

the lives of dying patients.” Physicians must take a

leadership role in helping patients and their families

determine when further care is no longer useful!

The framework for returning to a more traditional

patient-physician relationship may be an insurance

structure that encourages physicians to sharpen their

skills continually in diagnosis, treatment and estimat-

ing prognosis. They must have the time to talk to their

patients and to think about their problems. Almy8 has

pointed out that “present fee schedules offer physi-

cians excessively strong incentives to furnish technical

services and insufficient encouragement to perform as

the patient’s adviser, counselor and health advocate.

The larger the difference between the fees charged for

decision making,” he argues, “and those for perform-

ing procedures, the greater the ethical tension in-

volved.” Reimbursement policies must encourage the

use of modern technology as an adjunct to, and not a

substitute for, the traditional skills of history-taking

and physical examination. The insurance system must

be able to match patient need with medical resources

and allow and, indeed, reward precise medical deci-

sion-making. Organized medicine must continue its

effort to modify state laws so that they are brought in

harmony with ethical thought and to modify the legal

system so that the constant threat of litigation does not

continue to drive up the costs of health care delivery.

The health insurance industry has changed dramati-

cally within the past decade. 9 Insurance companies

now attempt to control the utilization of health care

resources in an effort to control cost. A variety of

managed-care approaches constitute more than 30% of

commercial health insurance contracts, compared to

4% in 1984. The extremes of the staff-model HMO or

uncontrolled fee-for-service reimbursement will prob-

ably become less popular and be replaced by some
variation of an independent practice association (IPA)

or preferred provided organization (PPO). Perhaps the

best format for achieving a program that balances the

needs of people and their physicians is a blend of an

IPA and PPO. In the hybrid form, either primary care

physicians or selected subspecialists function as gate-

keepers and accept various forms of utilization and

quality review. The PPO mechanism permits contrac-

tual agreements with cost-effective hospitals and ter-

tiary physicians not part of the IPA. Utilization review

is a necessary part of any managed-care program.

T he nation yearns for traditional caring physi-

cians who can use modern technology carefully

to provide the best chance for a long and productive

life. Most physicians believe that their profession is an

almost sacred calling and decry the entrance of mon-
ey-changers into their Aesculapian temple. While

some more cynical physicians have warned young

people against entering a profession in turmoil, we will

continue to seek medical students who hold the profes-

sion to be a calling rather than a business. The public

will respond to physicians who publicly state that the

preservation of health is their mission. Failure of

medical leadership created a vacuum that invited the

involvement of a business-oriented element that has

proven incredibly naive about health care. Only physi-

cians can properly design a health care system that is

aimed at improving the human condition and does not

make the accumulation of wealth its major goal. We
physicians are different and, while some may call us

paternalistic or arrogant, we must rise about the

clanging crowd and proclaim the healing nature of the

patient-physician relationship. Only optimism, perse-

verence, dedication, and leadership blended with hu-

mility can bring the fruits of medical science to a

worried public. Only our profession has the knowledge

and will to force the change.
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Treatment of

Seizures

in Childhood

John M. Pellock, MD,
Richmond ,

Virginia

Epilepsy is not a clearly defined disorder, but

represents a group of conditions characterized by

recurrent seizures, symptoms indicating brain dys-

function with paroxysmal and disorderly neuronal

depolarization, spreading through the brain. Seizures

or epilepsy are symptoms of multiple etiologies

—

acquired, genetic and idiopathic. It was once popular

to associate unproven brain injury with later develop-

ing seizures. Recent studies, however, indicate that

antecedents of epilepsy in early childhood are most

often related to congenital malformations, family his-

tory of neurologic disorders, and the presence of

neonatal seizures.

1

Approximately 75-80% of all those

with epilepsy will develop their first seizure during

childhood or adolescence, and in 30-50% the cause is

remote or completely unexplained. 2,3

Only through the proper diagnosis of etiology and

seizure type can appropriate therapy be prescribed.

The first challenge is to classify seizures, using the

classification developed in 1981 (Table l).
4 The princi-

ple differentiation is between those seizures which

begin as a focal or local disturbance of brain activity,

termed partial, versus those showing bilateral hemi-

spheric involvement from the onset, termed general-

ized. Grand mal seizures may therefore represent

either simple or complex partial seizures with second-

ary generalization or may be primarily generalized; the

former is more common in adults and older children.

Only a clear description of the clinical activity and

EEG correlation can lead to appropriate diagnosis. An
example of frequent misdiagnosis is in childhood

“staring spells”; these do not all represent absence

seizures, such as petit mal. Complex partial seizures

have been diagnosed frequently when automatisms

were noted, but these also occur with absence sei-

zures. The EEG clearly differentiates partial from

generalized, absence, nonconvulsive seizures.

Further improvement in the classification in 1985

defined an epileptic syndrome by the seizure type(s),

natural history, EEG (ictal and inter-ictal), response to
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antiepileptic drugs (AEDs) and etiology.

5

Certain non-

recurring seizures, typically those related to fever or

other metabolic or physical insults, may require no

therapy because of the benign natural history. Child-

hood syndromes, such as petit mal or benign Rolandic

epilepsy require therapy for only a few years and

respond best to certain AEDs. Infantile spasms and

the Lennox-Gastaut syndrome are symptomatic of

associated encephalopathy, difficult to treat and have

guarded prognoses.

The advent of computed tomography (CT) and mag-

netic resonance imaging (MRI) have allowed for im-

proved investigation of brain structures. Not all chil-

dren require these because their syndromes are

benign. Clinical description, past medical history, in-

cluding that of neurologic and developmental abnor-

mality, and EEG frequently determine which need

further investigation.
3

In the approximate 15% of

children with seizures which cannot be controlled by

existing AEDs, MRI has demonstrated its superiority

for uncovering potential surgically correctable lesions.

As always, those' young children who actually present

with fever and convulsions require lumbar puncture to

rule out infection.

Optimal treatment with AEDs should lead ideally to

Table 1. The International Classification of

Epileptic Seizures (1981).
4

I. Partial (focal, local) seizures

A. Simple partial seizures (consciousness not impaired)

1. With motor symptoms
2. With somatosensory or special sensory symptoms
3. With autonomic symptoms
4. With psychic symptoms

B. Complex partial seizures (with impairment of con-

sciousness)

1 . Beginning as simple partial seizures and progressing to

impairment of consciousness

a. With no other features

b. With features as in I.A.1-I.A.4

c. With automatisms

2. With impairment of consciousness at onset

a. With no other features

b. With features as in I.A.1-I.A.4

c. With automatisms

C. Partial seizures evolving to secondarily generalized

seizures

1 . Simple partial seizures evolving to generalized seizures

2. Complex partial seizures evolving to generalized

seizures

3. Simple partial seizures evolving to complex partial

seizures to generalized seizures

II. Generalized seizures (convulsive or nonconvulsive)

A. Absence seizures

1. Absence seizures

2. Atypical absence seizures

B. Myoclonic seizures

C. Clonic seizures

D. Tonic seizures

E. Tonic-clonic seizures

F. Atonic seizures (astatic seizures)

III. Unclassified epileptic seizures

Includes all seizures that cannot be classified because of

inadequate or incomplete data and some that defy

classification in hitherto described categories. This includes

some neonatal seizures, e.g., rhythmic eye movements,
chewing, and swimming movements

May 1988, Virginia Medical 223



Table 2. Treatment of Seizure Types.

Primary Generalized

Absence Myoclonic Atonic Tonic Tonic-Clonic

Ethosuximide Benzoidiazepines

Valproate

Partial Onset

Simple Partial
" " * Complex Partial

Secondary Generalized

Tonic-Clonic

Carbamazepine
Phenytoin

Phenobarbital

Primidone

the complete cessation of seizures without introducing

toxicity. Drugs typically chosen for first line treatment

of partial and generalized seizures are shown in Table

2. Valproate is preferred for most primary generalized

seizures, based on its efficacy for both convulsive and

nonconvulsive types. Recent studies suggest an appre-

ciable activity against partial seizures also.
6 Carbama-

zepine is presently the choice for partial seizures.

These two drugs are preferred choices because of

equal or superior efficacy compared to older AEDs
and acceptable side-effect profiles, with particular

advantages in cognition and behavior in adults and

children.
7 '9 Indeed the primary benefit of carbamaze-

pine and valproate is that of less cognitive and behav-

ioral interference, but phenytoin (and less so primi-

done and phenobarbital) remains popular and use-

ful!
0,11 Ethosuximide should be selected in uncompli-

cated typical absence epilepsy.
2 When other seizures

coexist, as is more common in atypical absence and

other generalized epilepsy syndromes, valproate is

superior. For infantile spasms ACTH is first choice,

followed by valproate and clonazepam. Phenobarbital

remains the primary agent for neonatal seizures.
3

When patients respond poorly to the first antiepileptic

drug or have intolerable side effects despite appropri-

ate blood levels, an alternative drug should be intro-

duced while discontinuing the first. The recent empha-

sis of monotherapy versus the use of multiple AEDs
leads to reduced adverse effects while achieving maxi-

mum efficacy.
12 With polytherapy, toxicity may occur

even though AED serum levels are therapeutic, and

some AEDs actually increase certain seizure types.
13

Unfortunately, even these new agents have signifi-

cant adverse effects which must be understood prior to

their use. Carbamazepine was long considered an

agent with an unacceptable incidence of hematologic

toxicity, including aplastic anemia and agranulocyto-

sis. However, our recent review of adverse side effects

of carbamazepine using data from the manufacturer,

the Federal Drug Administration and the Medical

College of Virginia, suggests that the risk is acceptable

and does not require the previously recommended
frequent hematologic monitoring.

13 This monitoring

detected a dose-related leukopenia rather than the

feared idiosyncratic aplastic anemia and agranulocyto-

sis. These occur rarely in approximately 3.6 per

506,000 annually treated patients (only slightly above

the rate in the untreated population). Clinical signs and

symptoms of bleeding, bruising or increased infections

should prompt appropriate hematologic testing.
13 The

most feared life-threatening idiosyncratic side effect of

valproate is hepatotoxicity. A recent review by Drei-

fuss
14

clearly shows that young children on AED
polytherapy are at greatest risk. No fatalities have

been reported in patients over age 10 treated only with

valproate. The highest risk, children below age 2 years

on multiple AEDs, was estimated at one per 500

patients treated up to 1986. More recent data suggests

the overall incidence of one in 66,000. This data

emphasizes the advantage and need for valproate

monotherapy in young children.

Better understanding of antiepileptic drug pharma-

cokinetics has allowed more individualization of drug

administration to avoid dose-related side effects. Care-

ful attention to rate of absorption, dose interval versus

half-life, and giving larger doses at bedtime allow for

continued therapeutic levels without post-dose toxici-

ty. Children, however, frequently need increased mg/

kg dosage to attain therapeutic levels.
3 Blood levels

should be measured at trough state before the early-

morning dose whenever possible to establish their

lowest point. However, when a patient is toxic or

having seizures, levels should be measured at that

time.
2,3

Advances have also been made in the treatment of

status epilepticus. One new agent, lorazepam, has a

particular advantage in that it rapidly stops seizures

but continues to be active for 6-12 hours. In the past, a

second AED had to be administered within 20 minutes

of giving diazepam to prevent recurrent seizures.

Alternatively, a long-acting agent such as phenytoin or

phenobarbital was given initially to stop seizures, but
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these drugs take longer to reach therapeutic brain

levels. Lorazepam should be administered intrave-

nously at a dose of 0. 1 mg/kg to a total of 5mg. Repeat

doses are rarely useful.
15

In spite of these advances there remains a small

population of patients, perhaps 15%, whose uncon-

trolled seizures or intolerable side effects are intracta-

ble. Therefore, ongoing studies search for new and

better AEDs. Two new agents, lamotrigine and flunar-

izine, are currently being studied in patients with

uncontrolled partial seizures at the Medical College of

Virginia. We have also helped to develop and charac-

terize a carbamazepine suspension 16 and chewable

tablet.
17 Our antiepileptic drug development group is

studying the cognitive and behavioral effects of carba-

mazepine, phenobarbital, phenytoin and valproate.

We have also studied the possible association ofAEDs
and birth defects.

18 Through the MCV/VCU Epilepsy

Center studies of the mechanisms, diagnosis, manage-

ment and prognosis of status epilepticus are under-

way. Furthermore, refractory patients are continually

evaluated through long-term electrophysiological

monitoring for new AED therapy or epilepsy surgery.

Through the cooperation of the Departments of

Neurology, Pediatrics, Pharmacy and Pharmaceutics,

and Psychiatry, ongoing studies to develop new anti-

epileptic drugs with greater efficacy and decreased

side effects continue. It is our firm hope that this will

allow better treatment for those with epilepsy. Also,

however, strong support is needed from specialists in

education, psychology and medicine to promote complete

rehabilitation of patients with epilepsy and allow an

optimal quality of life.
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Toxic Epidermal

Necrolysis: Lethal

Drug Reaction

W. Kenneth Blaylock, MD,
Richmond, Virginia

At least half of American adults use prescription

drugs either as outpatients or in the hospital.

Inpatients receive over 120 million courses of drug

therapy each year.

One-seventh of all hospital days are devoted to the

treatment of drug reactions. The cost of this exceeds

$12 billion yearly.
1

In one study of 22,227 consecutive

medical inpatients, 2.2% had skin reactions.
2 The skin

reaction with the most serious potential for high mor-

bidity and/or death is toxic epidermal necrolysis

(TEN), which may begin as an extension of the blisters

seen in the classic bullous erythema multiforme (Ste-

vens-Johnson syndrome) or as an innocent looking

morbilliform (measle-like) reaction. In either case the

likely result is an acute exfoliation of the epidermis of

the skin, resembling a scalding or a second-degree

burn.

In its milder form, toxic epidermal necrolysis may
be more common than is recognized, but all studies

indicate that it is the least common but most severe of

the troublesome drug reactions. It occurs in both

adults and children. It may occur in persons having an

infection due to herpes simplex or mycoplasma, or it

may be idiopathic in nature. Drug-induced TEN has

been noted in children. All races can be affected.

Although there is confusion in the literature regarding

the classification of toxic epidermal necrolysis, specif-

ically whether it is a separate reaction from Stevens-

Johnson syndrome, the clinical setting, morphology of

the lesion and the pathology all suggest that it is a

variant of erythema multiforme.

The exact mechanism for TEN is not known. It is

likely an immune response occurring when cytotoxic T
lymphocytes attack an antigenic site on the cell sur-

face of the basal keratinocytes located in the lower

epidermis of the skin. A drug could serve as a partial

antigen. There is a genetic susceptibility in many of

these patients, since there is a significant increase in

HLA-B 12 .

3

The drugs commonly associated with this reaction
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include the sulfonamides, anticonvulsants, nonsteroi-

dal antiinflammatory agents and allopurinol.
4

Calla-

way noted that more than 100 different drugs had been

implicated as causative agents, but direct cause and

effect has been proven for only a few.
5 Most patients

who develop toxic epidermal necrolysis have taken

more than one drug, and it is frequently impossible to

identify the sole offending agent. Many patients are

sick before they take the drugs, and many have

undergone multiple insults from x-ray studies and

other conditions. There are a few patients who devel-

op this reaction with a history of drug ingestion and

without preceding infection. TEN also has been asso-

ciated with the graft vs host reaction.

Although the cutaneous signs and symptoms may
occur acutely, in many patients there is a prodromal of

conjunctival burning and itching, cutaneous tender-

ness, fever, headache, myalgias and diarrhea. Within

48-72 hours skin eruptions appear. The examination

may show extensive involvement in the mucous mem-
branes of the lips, mouth, conjunctiva, trachea, bron-

chia and anogenital area. The fingernails and toenails

may shed.

Early recognition is critical. The differential diagno-

sis is outlined in Table 1. All morbilliform reactions

Table 1. Differential Diagnosis of Exfoliative Toxic Epidermal

Necrolysis.
1

Chemical burns: acrylonitrile/carbon tetrachloride fumigant

spray, ethylene oxide, gasoline, kerosene, monosulfiram,

tribromofluorene

Contact dermatitis from juice of “mole plant”

Erythroderma

Generalized bullous fixed drug eruption

Infiltration of intravenous bicarbonate

Kawasaki disease

Poisonings: barbiturate, boric acid, carbon monoxide,

colchicine

Polyethylene bag bullae

Pustular psoriasis

Staph scaled skin

thermal burns

Toxic shock

should be followed daily. Skin biopsies should be

done.

The death rate ranges from 25-50%. The best chance

for survival includes the early use of systemic steroids

(100-200 mg prednisone daily) or methylprednisolone

in high-dose pulse therapy,
6 followed by debridement

and cryopreserved homografts for skin protection.

This is best accomplished in a burn unit, with all

management similar to treatment for a second-degree

burn.
7,8 The complete treatment protocol is outlined in

Table 2.

The patient’s age, extension of necrolysis, idiopath-

ic nature or ingestion of many drugs, elevation of

creatinine, and neutropenia are statistically linked to

bad prognosis. Early diagnosis, discontinuance of po-

tential antigens, such as drugs, and appropriate man-
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Table 2. Management of Toxic Epidermal Necrolysis.
9

• Discontinuation of all suspected medications

• Early (pre-exfoliative stage, if possible) administration of

high-dosage systemic corticosteroids (lOOmg to 200mg

prednisone daily)

• Intensive care unit, preferably a burn unit, with protec-

tive isolation

• Cultures of skin, nose, conjunctiva, mouth and perineum

for dermatopathic strains of staphylocci and appropriate

antibiotics

• Pathologic consultation for punch biopsy specimen.

Tzanck preparation of denuded base

• Early ophthalmologic consultation to avoid sequelae of

the keratoconjunctivitis sicca syndrome

• Turning frame or net suspension bed

• Aggressive maintenance of fluid and electrolyte balance,

watch overhydration, avoid central lines

• Vigorous nutritional support, using a feeding tube if nec-

essary

• Meticulous oral and pulmonary hygiene

• Topical antibiotics, biological dressings, or plastic semi-

permeable dressings followed by grafts

• Active debridement with narcotic analgesia and hydro-

therapy

• Cryopreserved homografts or xenografts

agement can save the lives of patients who develop

this devastating drug reaction.
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The AIDS Challenge:

Clinical Care, Testing,

Education, Research

Lisa G. Kaplowitz, MD,
Richmond, Virginia

There are four aspects to the AIDS Program of the

Medical College of Virginia: 1) clinical care and

support for persons with HIV infection and their

families; 2) HIV antibody testing and counseling to

prevent transmission of the virus; 3) AIDS-related

education for health care workers, educators and the

community; and 4) a research effort that includes basic

virologic, immunologic, clinical, and health policy

planning research programs.

Clinical Program
Between 1983 and the end of 1987, 1 12 adult patients

with AIDS received their medical care at the Medical

College of Virginia Hospitals (MCVH). One was diag-

nosed in 1983, 1 1 in 1984, 23 in 1985, 31 in 1986, and 46

in 1987. Fifty-nine of the 1 12 patients (54%) have died.

Of the adult patients for whom risk factors for acquir-

ing HIV infection are known, 60% have male homo-
sexual contact as a risk factor, 20% have a history of

intravenous drug use, 5.5% have a history of both

homosexual contact and IV drug use, 4.5% have

acquired the virus by blood product contact, and 10%
have no risk factor other than heterosexual contact.

The mean age at the time of diagnosis was 34.25 years

(range of 20 to 62 years); 92% were male, 8% female;

56.5% were black, 41.5% white and 2% hispanic.

In April 1986 a hospital-based clinic was started at

the MCV Hospitals for persons with the entire spec-

trum of HIV infection, offering a multidisciplinary

approach to the care of these patients. The clinic staff

includes five faculty from the Department of Internal

Medicine (three infectious disease specialists, Drs.

Lisa Kaplowitz, Alison Berry and Thomas Kerkering,

and two primary care physicians, Drs. Sara Monroe
and Robert Perry); an infectious disease fellow; a

nurse coordinator for the AIDS program; a full-time

social worker; one member of the Department of

Psychiatry, Dr. Rochelle Klinger; two chaplains; and

three to four clinic nurses. Involvement of individuals

from a number of departments has been invaluable in

providing patients, friends and families with the psy-
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Table 1. Distribution Patterns in Persons with the Acquired

Immunodeficiency Syndrome in Virginia and the United States

as of February 12, 1988.*

Virginia United States

Cases Percent Cases Percent

Under 13 11 1.7

Age
789 1.5

13-19 4 0.6 217 0.4

20-29 153 24.0 10,840 20.7

30-39 289 45.4 24,210 46.3

40-49 119 18.7 10,896 20.9

Over 49 61 9.6 5,304 10.2

Total 637 100.0 52,256 100.0

White 434 68.1

Race
31,460 60.2

Black 182 28.5 13,177 25.2

Hispanic 18 2.9 7,135 13.7

Asian 2 0.3 305 0.6

American Indian 0 0.0 53 0.1

Other 1 0.2 126 0.2

Total 637 100.0 52,256 100.0

Homosexual/bisexual 459

Risk Factor

72.0 33,369 63.9

IV drug use 51 8.0 8,877 17.0

Homosexual/IV drug

use 24 3.8 3,858 7.4

Hemophiliac 10 1.6 519 1.0

Transfusion 29 4.6 1,206 2.3

Heterosexual 20 3.1 2,058 3.9

Pediatric 11 1.7 789 1.5

None of the above 33 5.2 1,580 3.0

Total 637 100.0 52,256 100.0

* Virginia Department of Health.

chosocial as well as the medical support needed to

cope with this illness.

Because of the large number of patients with neuro-

logic abnormalities, integral involvement of psychia-

trists, therapists and other support personnel has been

essential to the success of the program. Dr. Thomas
Smith of the Division of Hematology-Oncology man-
ages those clinic patients with Kaposi’s sarcoma and

other HIV-related neoplasms, as well as HIV-related

hematologic disorders, such as severe anemia and

thrombocytopenia. Program staff also work closely

with Dr. Sidney Schnoll, director of the Substance

Abuse Program, and his colleagues to obtain assist-

ance with those patients who persist in abusing drugs

and alcohol. Dr. David Soper of the Department of

Obstetrics and Gynecology sees pregnant women with

HIV infection in the obstetrics infection clinic.

As of January 14, 1988, 170 persons were actively

followed in the medical clinic, with five new patients

seen per week; there are 150-175 clinic visits per

month. Demographic information for the clinic popula-

tion reveals the following sex and race distribution:

87% male, 13% female, 50% black, 46% white and 4%
hispanic. Risk factors for acquiring HIV infection are:

male homosexual contact 56%; IV drug use 19%, male

homosexual contact/IV drug use 7%, blood product

contact 4%, heterosexual contact 12%, and unknown
2%. The stage of HIV infection is as follows: 21%
asymptomatic; 25% with diffuse lymphadenopathy;

25% with marked wasting, constitutional symptoms or

mild infections, such as thrush or herpes; 2% with

marked neurologic dysfunction without other manifes-

tations of AIDS; 20% with a history of opportunistic

infections indicative of AIDS; 3.5% with Kaposi’s

sarcoma without opportunistic infections; and 3.5%
with other manifestations of HIV infection, such as

immune thrombocytopenia or severe psoriasis. As this

was written, 45 clinic patients (26.5%) were receiving

zidovudine (AZT) therapy.

HIV Testing Site

Since June 1985, a testing site for HIV antibody has

operated at the Medical College of Virginia. This is

one of four sites established in Virginia with funding

from the Virginia Department of Health to provide

counseling and testing that is free of charge and

confidential. At present, 60-70 persons are counseled

and tested each month, with approximately 5-10%

testing positive. Persons with positive test results are

referred for medical evaluation.

AIDS-Related Research

AIDS-related research at MCV includes basic viro-

logic and immunologic research, clinical studies, and

health policy planning research. There is significant

interaction among the programs.

Dr. Richard Carchman and Dr. Carl McCrady of the

Department of Pharmacology-Toxicology; Dr. Eric

Westin, a retrovirologist in the Department of Medi-

cine, Division of Hematology-Oncology; Dr. Hans
Carter in the Department of Biostatistics; and Dr.

Kaplowitz have received funding from the National

Institute of Drug Abuse to evaluate T-lymphocyte

expandability in persons with HIV infection. Lympho-
cytes from patients at different stages of HIV infection

will be tested with and without antiviral agents to

determine whether techniques developed in Dr.

Carchman’ s laboratory can be used to grow large

numbers of functionally active lymphocytes in vitro.

The goal is to determine the feasibility of developing

autologous, adoptive immunotherapy for reconstruct-

ing the immune system in HIV-infected persons.

A number of protocols are being developed to

evaluate new agents in the therapy of many of the

complicating infections of AIDS, including Pneumo-
cystis carinii pneumonia and cryptococcal meningitis.

Dr. Thomas Smith is evaluating treatment protocols

for Kaposi’s sarcoma and plans research studies for

the management of HIV-related anemia and thrombo-

cytopenia. Members of the Department of Psychiatry

are studying cognitive and affective changes in pa-

tients who have HIV infection under the direction of

Dr. James Levenson, Director of Consultation-Liason

Psychiatry.
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The author has worked closely with members of the

Virginia Commonwealth University’s School of Busi-

ness, the Department of Health Administration, the

Department of Nursing and the Division of Infectious

Diseases to develop an analysis of cost of medical care

for AIDS patients at the MCV Hospitals. Cost data for

AIDS patients hospitalized between late 1983 and late

1986 were presented at the International AIDS Confer-

ence in June 1987.
1 A database is being developed for

all patients with HIV infection with the assistance of

MCV hospital information systems to correlate patient

characteristics with cost of inpatient and outpatient

care. These data will be used for health policy planning

at MCV and on a statewide basis.

AIDS-Related Education

In April 1986, a contract was initiated by the Virgin-

ia Department of Health for MCV faculty and staff to

provide AIDS-related education to health care work-

ers throughout the state. The scope of this contract

was expanded in July 1987 to include members of the

Division of Infectious Diseases, Substance Abuse Pro-

gram, Department of Psychiatry, Department of Nurs-

ing and Department of Social Work. This program

emphasizes the multidisciplinary aspects of the man-

agement of patients with HIV infection. The AIDS
Education Program now has a full-time coordinator to

assist in the planning of programs for a broad spectrum

of health care workers. In addition, Dr. Judith Brad-

ford of VCU’s Survey Research Laboratory has been

involved in the development of a statewide needs

assessment survey for AIDS education funded by the

Virginia Department of Health.

Summary
Because of the relatively recent onset of the epidem-

ic, the rapid increase in the numbers of reported cases

and the severity of disease in most patients, AIDS has

had a significant impact on the delivery and cost of

health care.
2
In addition, concern among health care

workers concerning the risk of caring for persons with

HIV infection has resulted in limited access to health

care for many infected with the virus.
3

It is projected

that by 1991 there will have been 271,000 cases of

AIDS reported in the United States and 3,000 cases in

Virginia.
4
In spite of recent advances in the therapy of

HIV infection such as zidovudine, 5
it is not anticipated

that a cure or vaccine will be available for this infec-

tion prior to the turn of the century. Consequently,

every effort must be made to educate the public about

prevention of HIV infection and plan now for the care

of the large number of patients to be diagnosed in the

near future.
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A Decade
of Research in

Head Injury

J. D. Ward, MD, A. Marmarou, PhD,
R. L. Hayes, MD, and H. F. Young, MD,

Richmond, Virginia

Trauma is the leading cause of death in young

people and head injury is the major lethal injury

that they sustain. In Virginia alone there are at least

14,000 patients hospitalized every year for head inju-

ries and this number is probably underestimated. 1

It

was because of these disturbing statistics that the

Division of Neurosurgery at the Medical College of

Virginia began to address the problem in an organized

and scientific way over 15 years ago. This article

relates some of the progress and advances that have

been made over the last ten years and gives an update

on the state of the art in the care of the head injured

patient.

Materials and Methods

When a severe head injury occurs, there is set in

motion a complex series of interactions. The variables

on which outcome depends include the patient’s age,

mechanism of injury, occurrence of hypoxia or hypo-

tension at the scene, the presence or absence of a mass
lesion, the time it takes to arrive at a trauma center and

be treated, the severity of associated injuries, the type

of intensive care received after arrival at the hospital,

how well intracranial pressure (ICP) is controlled, the

nutritional status of the patient, and many more.

Those are just clinical factors. The brain itself contrib-

utes many considerations: the amount of primary or

immediate trauma to the brain itself, adequacy of

cerebral blood flow (CBF), presence of ischemia or

hypoxia, secondary damage from elevated ICP as well

as the possibility of injury from mechanisms which as

yet are not completely understood but which may play

a very important role in the outcome of the patient,

such as excitotoxicity and injury from free radicals. If

a systematic study of head injury is to be done, then all

these factors must also be studied.

In order to examine all of the above factors and

many more, it was necessary to take a global approach
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to the problem of severe head injury. A team drawn
from both the basic sciences as well as the clinical area

and representing multiple disciplines and laboratories

was needed since the problems extended from the

cellular response of injury to the care and followup of

the patient. These individuals were brought together

and coordinated through the concept of a head injury

center. The initial efforts were focused on exactly

what the injury was doing to the brain and how the

patient responded to the injury. This resulted in pro-

mulgation of a number of basic ideas. In the laboratory

it was discovered that there were certain vascular

injuries occurring and that these might have implica-

tion as to the type of secondary events, such as edema
formation and the release of potentially toxic materi-

als.
2
In addition, new insights were obtained as to the

sequence of events that occurred anatomically when a

neuron is injured.
3 Concomitantly in the clinical area,

valuable insight was being obtained as to the necessity

of aggressive management of the head-injured, con-

sisting of rapid diagnosis of mass lesions and aggres-

sive intensive care. This regimen had been proposed

earlier,
4
but now it became evident that this was the

only way to manage the severely head-injured patient

and obtain the best results.
5
In addition, the frequency

of secondary insults of hypoxia and hypotension and

the significant affect they have on outcome were

documented. 6 Having laid the ground work with these

and many other studies, attention has gone in two

directions. In the laboratory there is increasing empha-

sis on the basic cellular and biochemical response to

injury, while in the clinical setting we continue to try

to understand altered physiology while at the same

time trying to influence it and restore it to normal to

improve outcome.

Initially it was felt that by giving excellent care and

avoiding secondary insults significant strides could be

achieved. However, head-injury treatment with good

intensive care and ICP control has reached a point that

outcome will not be significantly improved by better

care alone. There is a need for drugs and medication

that will significantly alter the course of the disease,

rather than simply allowing the brain to try and

recover in as normal environment as possible; among
the drugs/medication that have been tried are barbitu-

rates
7 and steroids. We have shown the necessity of

subjecting these and other drugs to the rigors of a

controlled clinical trial, such as in the case of barbitu-

rates used prophylactically, which we showed to be

ineffective.
8 The trend now is to identify certain alter-

ations after brain trauma and then try to restore altered

function or prevent the alteration in the first place.

Work has been done in our laboratories that has

implicated the increased functional activity of cholin-

ergic systems in connection with long-term neurologi-

cal deficits.
9,10 The thrust of the work is that if the

overactivity of this system can be blocked, the patient

will have less deficit from the injury. Other areas of
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investigation involve the generation of free radicals

that when formed may damage vascular endothelial

cells and perhaps neurons themselves .

11 The action of

these reactive species has been implicated in cardiac

and renal damage, so the fact that they might be active

in head injury is certainly plausible. Work continues in

an effort to understand some of the basic derange-

ments of metabolism after a head injury. Armed with

the new technology of nuclear magnetic resonance

(NMR) spectroscopy progress is being made in deter-

mining the relationship of the brain’s energy require-

ments and CBF and how the secondary injury of

hypoxia affects them .

12

On the clinical side, we now have a better under-

standing of what the factors are that contribute to

elevated ICP and have shown that early on, vascular

factors account for the majority of rises in ICP .

13

Through elegant studies we have shown the course of

CBF in these patients as well as the course of autoreg-

ulation in these patients
;

14 whereas knowing the state

of metabolic demands and the adequacy of CBF before

was a research tool, now it is an essential part of

patient care. Currently, a study has been completed

that was aimed at seeing if treating brain tissue acido-

sis would improve outcome. While the results using a

buffer were inconclusive at this time, the study did

point out the need for a basic change in the way head

injury is treated in many centers. The study pointed

out the deleterious effect of prophylactic hyperventila-

tion and recommended that it be used only as a last

resort prior to barbiturate use in the treatment of

elevated ICP.

Results

So what has “head injury research” at MCV in the

last ten years provided in terms of patient benefit and

care? It has established a system of care for the head-

injured patient that is based on the results of sound

basic and clinical research and brings to bear all that

medical research and technology has to offer.

When patients are brought to MCV, they are imme-
diately stabilized and when vital signs are secure they

receive an immediate CT scan to see if a mass lesion is

present. If there is a mass present, immediate surgery

is performed. The patient is then taken to the neurosci-

ence intensive care unit, where an ICP monitor is

inserted along with other lines that are necessary. An
internal jugular line is inserted so that continuous

assessment of metabolic demand of the brain can be

determined. CBF is done to ensure that there is

adequate flow to the brain. Evoked potentials are

performed on a regular basis to determine the integrity

of these systems. Continuous compressed spectral

array is done to monitor the brain’s electrical activity.

All these data are monitored continuously by a sophis-

ticated computer system so each patient’s information

is saved for current and later study. Throughout all

this the patient is cared for by some of the best nursing

personnel in the country, trained in the understanding

and use of these advances.

There is still much to be accomplished in the care of

head-injured patients. New drug therapies will be

provided by ongoing laboratory research and will be

appropriately introduced into the clinical setting based

on a better understanding of the pathophysiology of

brain injury. In the next ten years, the head injury

center will continue to play a pivotal role in the care of

these patients and will maintain its place as one of the

best head injury centers in the country and the world.
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Treatment

of

Bum Shock

Joseph V. Boykin, Jr., MD, and
Nancy H. Manson, PhD,

Richmond, Virginia

Each year over 2Vi million patients are treated for

burn injuries in the United States. Children ac-

count for nearly 40% of the more than 10,000 burn-

related deaths that occur annually. According to a

recent review of burn injury statistics, a United States

citizen has one chance in 70 of being hospitalized for a

burn during his/her life span. Only motor vehicle

accidents cause more accidental deaths than burns.
1

The most common cause of death after burn injury is

smoke inhalation. However, severe burn victims not

seriously affected by inhalation injury are at risk of

cardiovascular failure and death from a significant loss

of circulating plasma volume within hours of the burn

injury. This pathophysiologic state of severe volume

depletion, or hypovolemia, is termed “burn shock.”

For over a century the treatment of burn shock has

relied upon the prompt delivery of large amounts of

intravenous fluids. Now, at the Medical College of

Virginia, new experimental investigations of thermal

injury are allowing us to identify pathophysiologic

mechanisms pertinent to the development of drug

therapies for burn shock. Once developed, these treat-

ments may allow a more selective antagonism of the

inflammatory mediation of burn shock and reduce the

risk of morbidity and mortality during severe burn

patient resuscitation.

Background

As a potentially lethal consequence of severe ther-

mal injury, burn shock has become an important

clinical model of the inflammatory response to trauma
in its most basic and comprehensive form. The cadre

of cellular and humoral agents and pathophysiological

derangements which follow severe thermal injury are

representative of the body’s intricate but nonspecific

response to the violation or destruction of the skin and
supporting soft tissues and their blood flow. Within

minutes of a severe burn injury, these inflammatory

mediators (e.g., histamine, prostaglandins, thrombox-
ane, leukotrienes, oxygen-free radicals, etc.) are re-
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leased from injured tissues and activated white cells.

These agents act to alter the integrity of capillaries and
venules of the skin and soft tissues of burned and
unburned skin, allowing plasma and circulating pro-

teins to be lost from the intravascular compartment.

While thermal injury may permanently alter or destroy

cutaneous blood vessels, these mediators promote a

transient, massive loss of fluid for a period of about 24

hours. If the fluid volume deficit is not corrected

promptly irreversible shock may follow.

Clinically, observations documenting the need for

prompt intravenous fluid resuscitation of burn victims

have been noted since the late 19th century.
2
Civilian

and military disasters involving burn victims have

given impetus to large-scale investigations of burn-

shock resuscitation. Interestingly, in 1952 an earlier

clinical investigator from the Medical College of Vir-

ginia, Dr. Everett I. Evans, pioneered the develop-

ment of one of the first successful resuscitation fluids,

the “Evans’ formula,” which is still in use today.
3

What has followed since that time has been an exhaus-

tive examination of various formulations and dosages

of colloid and crystalloid fluids which might adequate-

ly resuscitate the burn victim without inviting compli-

cations of fluid overload.

Routinely, aggressive fluid therapy is required for

the first 24 hours after injury. Most formulations for

resuscitation require that one-half the calculated

amount of fluid be delivered within the first eight hours

after injury. By routine standards these volumes of

fluid are massive. For example, a 70-kg patient sus-

taining a second-degree burn over 50% of his body
surface area would require 14 liters of fluid in the first

24 hours. During the first eight hours he would receive

fluid at the rate of about 1,000 cc per hour.

After such treatment there normally is massive

swelling or edema of the burned and unburned areas of

the body. A delicate balance between success and

failure often precludes a large margin for error. If the

burned patient has experienced other significant injury

or is an infant or elderly, or has renal, pulmonary or

cardiac failure, it is possible that the treatment of burn

shock may result in serious complications or death

because of fluid overload. The reality of this double-

edged sword has been a major stimulus, and we have

sought to undertake investigations of burn pathophysi-

ology which may allow us to develop a selective drug

therapy for burn shock. This treatment will be based

on the use of specific antagonists or inhibitors of

significant inflammatory mediators. If successful, this

therapy would allow the prompt reversal of burn

hypovolemia and significantly reduce fluid require-

ments and fluid-related complications.

Pathophysiology

The increased vascular permeability, or “leaki-

ness,” of blood vessels after severe burn injury is the

central mechanism causing the onset of burn hypovo-
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lemia and shock. Besides thermal injury, a number of

inflammatory agents (termed “vasoactive mediators”)

are released in increased amounts, causing this condi-

tion in the burned and unburned skin of the victim.

Many of these mediators, such as histamine, prosta-

glandins, thromboxane, leukotrienes and oxygen-free

radicals have been well described as participants in

this setting. Because of the relationship of these in-

flammatory mediators to bum shock development, our

initial laboratory investigations involved the use of the

antihistamine compound cimetidine in an effort to

document its potential eflicacy in histamine-related

phenomena after burn injury. These early studies
4

demonstrated that when given in high dosages, cimeti-

dine was effective in preventing the edema of burned

tissues. With a different burn model we subsequently

were able to document that the required fluid volumes

for experimental burn-shock resuscitation could be

reduced by 70% by the addition of cimetidine to intra-

venous fluids immediately following burn injury.
5

When studies of a similar antihistamine compound,

ranitidine, were performed with our burn model, no

appreciable benefit could be documented. This sug-

gested that the benefits of cimetidine treatment were

probably unrelated to any histamine-mediated phe-

nomena of the burn injury.

These findings were significant not only because we
were able to demonstrate that cimetidine would be

beneficial for burn-shock protection but also because

post-bum treatment was also shown to offer significant

improvement in cardiovascular performance.

Presently, our studies have focused on the non-

histamine-related mechanisms of cimetidine burn

shock protection. We have currently identified four

major areas of interest which may contribute to burn-

shock prevention: 1) cimetidine-mediated inhibition of

the metabolic cytochrome P-450 enzyme system; 2)

the possible scavenging of oxygen-free radicals by

cimetidine-copper complexes after burn injury; 3) the

potential inhibition of thromboxane production by

cimetidine; and 4) the possible improvement of acid-

base homeostasis by cimetidine.
6 Our preliminary

studies suggest that the cytochrome P-450 enzyme
systems may produce agents (epoxyeicosatrienoic ac-

ids) which may significantly increase blood vessel

permeability and cause vasodilation. Increased oxy-

gen-free radical production after burn injury also ap-

pears to be related to cytochrome P-450 activity.

Oxygen-free radicals interact with cellular membranes
and blood vessels causing increased permeability and

altered membrane integrity.

Our present objectives are to understand how the

activity of the cytochrome P-450 enzyme system may
interrelate with the pathways and mechanisms of other

inflammatory mediators of thermal injury. From these

studies we hope to develop soon drug therapies which
may hold promise for clinical victims of severe burn
injury.

Summary
The fluid resuscitation of the burn-shock victim,

while effective in maintaining adequate intravascular

volume for cardiovascular performance, has not sub-

stantially changed since the development of the Ev-

ans’ formula here at the Medical College of Virginia in

1952. Presently, we are involved in laboratory investi-

gations which may allow the development of selective

pharmacologic therapies for the prevention of burn

hypovolemia and shock. If successful, these treat-

ments should markedly improve the early recovery of

the severely burned patient and reduce burn-related

morbidity and mortality.
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VIRGINIAMEDICAL

The Medical Profession

Prominently displayed in a Richmond newspaper

recently was an article trumpeting the story that

medicine is no longer the desirable profession that it

has been. The physician has lost some of his/her

prestige.

There is little question that the above is a true

statement of fact. The pool of applicants for admission

to medical school has diminished—certainly in quanti-

ty, if not in quality. The explanations advanced are

many. Among them are: the tort system and a litigious

society; intervention of government and big business;

too many physicians; a lowering of ethical standards;

and others.

All of the above may be implicated, but the real

answer is much simpler and has been earlier advanced

here and elsewhere. “Organized medicine” is an

anachronism. Less than one-half of the physicians in

the United States are members of the American Medi-

cal Association. Or look closer to home: Less than

one-half of the physicians in Virginia are members of

The Medical Society of Virginia. We do not present a

united front. An adverse government edict directed

toward a single medical specialty often does not elicit a

strong response even from all of that group; some do

nothing, others merely complain. Most physicians

who are not members of that specialty look on with

detachment.

We must forget our differences and work for each

other. If we fail, we may be working for big business or

the government or, indeed, we may not be working at

all. The medical profession may be somewhat less

desirable now, but it can become a great deal less so.

E.L.K.,Jr.

Sesquicentennial

On November 5, 1838 Augustus Warner delivered

the Medical College of Virginia’s first lecture,

saying, “Facts, opinions and theories will be passed in

review before you. Theories will be discussed, errors

exposed and truth made triumphant.” Warner’s noble

intent may have sounded more appropriate to the

University of Virginia, from whence he came. There
Thomas Jefferson had introduced medical education

for the theoretical and liberal enlightenment of Virgin-

ia gentlemen. By contrast, MCV from its beginning

has been distinctly practical and very public.

The principle reasons for MCV’s charter as a de-

partment to Hampden-Sydney College were to keep

Virginians from going north to medical schools and to

provide care for Richmond’s factory workers. By 1845

the state and city had bought stakes in the school by

providing its Egyptian Building, an elegant monument
to prevailing excitement over new science and tech-

nology. In 1853 the faculty divorced Hampden-Sydney
during a town-gown fight over control of appointments

and faculty profits. Thus MCV became a freestanding

state school, owned by all Virginians, obligated to

public service and liable to public attack.

The attacks have been frequent and sometimes
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colorful. In 1858 Richmond was aghast at the eccentric

behavior and noisy laboratory of Edouard Brown-

Sequard. When money returned after Reconstruction,

faculty were accused of high fees and low standards

that lost all but 20 students. In 1881 the Virginia

Medical Monthly said, correctly, “The College has

gone down.” Ex-faculty established a rival medical

school and a dozen competing hospitals. For lack of

full-time faculty and laboratories, MCV in 1921 was

put on probation by the American Medical Associa-

tion.

MCV then devoted 30 years to building hospitals

and classrooms that would support a large faculty, a

new curriculum and prestigious research. In the 1960s,

however, reaching these goals raised a new storm of

protest by Richmond physicians and newspapers. Jeal-

ousies and follies were painfully exposed until peace

was restored by the leadership, humor and charm of

Kinloch Nelson and Charles Caravati. The dean they

replaced went to work for the Association of American

Medical Colleges, and it became scornful of freestand-

ing health science schools.

To solve this problem and to give strength to a much
needed urban university, MCV was merged with the

Richmond Professional Institute to form Virginia

Commonwealth University. MCV’s alumni were out-

raged by the prospect of losing their alma mater’s

name, but in the next public controversy VCU proved

to be a vital guardian of academic freedom. The VCU
board of visitors denied the tobacco industry’s de-

mand to exile its arch enemy, Dean Jesse Steinfield.

Under his direction the school flourished in national

prestige. In 1983 the AAMC declared that the medical

school had in two decades “moved from a local

practitioner’s school to an academic health center of

the first rank.”

Public controversy will return to MCV/VCU, per-

haps over marketing strategies or research priorities,

but as the School of Medicine celebrates its sesquicen-

tennial, what should be most apparent and celebrated

is its record of public service.

For 150 years MCV has been the chief refuge for

people of Central Virginia too sick or too poor to

obtain care elsewhere. During the Civil War MCV’s
Prof. James B. McCaw cared for 17,000 battle casual-

ties in his Chimborazo hospital. In the early 20th

century the first professor of radiology, Ennion G.

Williams, led a public sanitation crusade that in-

creased by ten years the average life expectancy.

Recently Fitzhugh Mayo led a crusade that revived the

essential specialty of family practice.

For 150 years MCV has also been the chief discover-

er, refiner and tester of new treatments before their

application was feasible in community practice. Vir-

ginia’s first anesthetic, first antiseptic operation, first

hospital x-ray, first heart catheterization and first

organ transplant were at MCV.
The medical schools’ greatest public service,

though, has been training physicians. Many faculty, of

whom Horsley, Bigger, Coleman, Dodson, Evans,

Hume and Kendig are a few examples, have won
international fame. But the famous are more than

matched by generations of men and women who have

generously and skillfully given to Virginia competent,

caring and clear-thinking physicians. They have taught

average applicants to be superior doctors and populat-

ed the commonwealth with a profession of the highest

quality. Their contributions are immeasurable, but the

best indication of what they have given is the affection

with which graduates recall such names as Osterud,

Haag, Fisher, Negus, Apperly, Porter, Sutton, Ware
and Nelson.

To many readers of this issue of Virginia Medi-

cal, the authors of its scientific articles may be

unfamiliar. But today’s students and our successors in

practice will remember Drs. Blaylock, Boykin,

Kaplowitz, Pellock, Ward and Young as carrying on

the great public and practical mission for which the

Medical College of Virginia was founded 150 years

ago.

Hunter H. McGuire, Jr., MD
Surgical Service (112)

McGuire Veterans Administration Medical Center

1201 Broad Rock Road, Richmond VA 23249
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We're proud to announce the introduction of Extra-

corporeal Shock Wave Lithotripsy as a new feature ofour

kidney stone treatment program. This new device makes
it possible to pulverize and eliminate kidney stones with-

out invasive surgery Now you have the opportunity to

participate in this state-of-the-art procedure at CAMC's
High Tech Center here in Charleston, West Virginia.

The Lithotripter uses shock waves to bombard kid-

ney stones into sand-like particles inside the body. The
residue is then easily passed. Although the theory

behind Lithotripsy is simple, the process is precise. The
stone is pinpointed inside the body with fluoroscopy

and shock wave firing is synchronized with the patient's

heartbeat by electrocardiogram. Usually, the entire pro-

cess takes about an hour.

As you can imagine, Lithotripsy offers many benefits

to kidney stone patients. The process is less painful,

entails fewer side effects, and recuperation is quicker

than with conventional surgery. It's even less expensive

than surgery.

We're encouraging all area urologists to apply for

privileges in Extracorporeal Shock Wave Lithotripsy.

We invite you to visit CAMC and see the lithotripter

in action. Come and learn about this revolutionary

therapy. We will happily provide you with a brochure

for your use as well as brochures for your patients.

For your brochures or other information about

Lithotripsy and our kidney stone treatment program,

call CAMC: in West Virginia at 1-800-654-0159; from

out of state, call 304-340-7315.

CAMC
Charleston Area Medical Center

We Care For West Virginia
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VaMPAC
VaMIPAO

Major concerns affecting the

medical profession are decided

in the political arena and
VaMPAC needs your membership

to financially support

campaigns of legislative

candidates, and reflects your

commitment to political action.

VaMPAC can influence the

political and legislative

decisions that determine the

practice of medicine in the

Commonwealth. We can ensure

that our legislators receive the

best advice on actions that

affect our patients and our

profession. Medicine's views on
these important issues are

critical to ensuring that good
legislation becomes law—and
that bad legislation doesn't.

i

i

i

i

i

i

i

i

i

i

VaMPAC is the political action committee of

The Medical Society of Virginia.

Enclosed is a check for:

$100 for a Sustaining Membership, or

$250 for a PAC 250 Membership that

includes your spouse.

Name
Address
City

State Zip

Spouse

All memberships include annual membership in

AMPAC.
I

l

LETTERS
Disquieting parallels suggest

stealing a march

I see that there is discussion about mandatory AIDS
testing.

I have noticed certain disquieting parallels in the

history of Carthage and Rome, the USA and the Soviet

Union. V.I. Lenin told the Russians that “capitalism

and communism can coexist for a while, but the final

obsequies will be for one—or the other.” Then along

comes N.S. Khrushchev, and he promises to bury us.

The world’s largest contiguous land mass now has the

world’s largest blue-water navy.

We have a chance to steal a march on the rest of the

nation. I suggest that our House of Burgesses pass into

Virginia law the AIDS act that the Soviet Union has.

How would you like to be the lawyer trying to tear

down a law that we and the wave of the future both

have here and now?
C. W. Anderson, MD

400 Gresham Drive

Norfolk VA 23507

Remembering M. Pierce Rucker,
friend, editor, Christian gentleman

As one who has studied and cared for patients for 55

years, there comes a time to stop to recall memorable

physicians who have helped teach and guide others in

the field of medicine. One of these is M. Pierce

Rucker, a friend, who was Editor of this journal from

1942 until his death in 1953 and who was one of the

most dedicated physicians our state ever had.

Dr. Rucker had his chief interest in helping his

fellow man, particularly his patients. He had an innate

desire to comfort and serve. His major field was

obstetrics, but his many interests included the board of

directors of the Central YMCA and his own garden.

He was always reluctant to speak of himself and in

his contributions would refer often to his colleagues

and partners. He was exceptionally talented at making

difficult problems seem simple. He emphasized the

good points in others, thus encouraging them to emu-

late him. This I did in writing a historical article on Dr.

John Peter Mettauer, through which he guided me.

What he did was from the goodness of his heart.

Truly Dr. Rucker was a Christian gentleman with

faith.

L. Benjamin Sheppard, MD

254 Virginia Medical, June 1988
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Dr. Richard P. Keeling

FOR RASH
OF

AIDS BILLS,

NO RASH
ACTION Dr. Donald M. Poretz

A s predicted, a rash of AIDS-related bills—21 in all

—

dominated the 1988 session of Virginia’s General

Assembly. One called for HIV testing for everybody

over the age of 5. Others advocated mandatory testing of

one high-risk group or another. One measure would have

made it a crime for anyone willfully to transmit AIDS to

another person. Thanks in appreciable degree to the

work of The Medical Society of Virginia, however, a

cautious climate of mind developed in both House and

Senate, and most of the AIDS-related legislation was
referred to a joint committee for study.

The legislature’s decision to avoid rushing into action

was applauded by the MSV Committee on AIDS and by

State Health Commissioner C.M.G. Buttery. Early in
\

the Assembly’s session the committee and the Commis- !

sioner sponsored a briefing on AIDS for the legislators,
j

at which the pictures on these pages were taken. There

the legislators heard the clinical facts of AIDS, explicitly

Del. Robert K. Cunningham, Sr. (R-Springfield), left, and aides Scott T. Klein, left, and Edith L. Stratton, far right, and between

them, Mary Jo Dash, aide to Del. Robert T. Andrews (R-McLean) Photographs by Taylor Dabney
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Sen. Clarence A. Holland (D-Virginia Beach), left, and
Sen. Edward R. Houck (D-Spotsylvania)

Dr. Lisa G. Kaplowitz, left, and Sen. Elliot S. Schewel

(D-Lynchburg)

stated. They heard one of the speakers admonish the

legislators “to be careful not to do more harm than

good.” And they heard the medical opinion, emphatical-

ly expressed, that mandatory HIV testing is not the way
to control the epidemic but that what Virginia needs is a

well-thought-out plan for promoting widespread educa-

tion about the disease and how it is transmitted.

The four briefers were Dr. Buttery; Dr. Donald M.
Poretz, AIDS Committee chairman and the panel’s

moderator; Dr. Lisa G. Kaplowitz; and Dr. Richard P.

Keeling. The audience was welcomed by Dr. Clancy

Holland, who as a state senator played a pivotal role

throughout the session in nurturing the legislators’ care-

ful approaches to the AIDS bills. His efforts were aided

and abetted by the continuing presence in committee

meetings and hallway conferences of The Medical Socie-

ty of Virginia’s lobbyists and staff and by the supportive

efforts of the MSV Auxiliary.

Five AIDS-related bills were passed. Two are con-

cerned with the transport of infectious persons (alive, by

emergency personnel, or dead, to funeral facilities). One
orders local health departments to provide at no charge

required treatment for venereal disease. One grants

immunity from liability to physicians reporting patients

who test HIV positive. And one authorizes “a compre-

hensive study of issues relating to AIDS, including

voluntary and mandatory testing and reporting, confi-

dentiality, Medicaid coverage, prevention, and educa-

tion.” To this committee the great bulk of the AIDS-
related legislation was referred.

For commentary on other medical issues at the Gener-

al Assembly, see page 288. For more about AIDS, see

page 304. —A.G.

At right, Sen. Edwina P. Dalton (R-Richmond). Behind her,

two members of the Medical Society of Virginia Auxiliary,

Mrs. Carroll T. Petty, left, and Mrs. Michael Jaffee.

Del. James H. Dillard II (R-Fairfax)
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To help, we’ll go to extremes

There could be a 75-year age

difference between a 12 year old just

beginning to experiment with drugs

and an 87 year old worried about the

circulation in his feet.

That’s why we publish so many
different health care pamphlets.

There are the “Your Kids & Drugs

Spot It/Stop It”, and “Living With

Aging” series, and other pamphlets

on Rabies, Poisons, Insect Stings,

Immunizations, and many more

topics. They’re all free and your

patients can pick them up at the

pharmacy counter of any Peoples

Drug Store.

For over 80 years, Peoples Drug

Stores has served patients reliably

and professionally. Today all the ser-

vices we offer reflect our continuing

commitment to help our customers

as their health care needs change.

Every Peoples has an unlisted phone that’s reserved

only for doctors and answered only by pharmacists.

Please call your local store to obtain the number.

PEOPLES
DRUG

the convenience you want... the SAVINGS you deserve



COPINGWITH OBRA
Next timeyou obtain informed consentfrom

your Medicare patients, don’tforget to tell them that

you are rendering medically unnecessary services.

ByJohn D. Grad

O
f the 12,000 physicians prac-

ticing in Virginia, an esti-

mated 60% do not partici-

pate in the Medicare

program. It seems increas-

ingly evident that the gov-

ernment is waging a campaign to

make Medicare billing so unbearable

for these nonpars that they’ll join up.

The latest weaponry was forged by

the Omnibus Budget Reconciliation

Act of 1986. OBRA contains two key

provisions with which to assault

nonparticipating physicians.

The first provision states that non-

pars who 1) do not accept assign-

ments and 2) do not bill under the

direct payment procedure must re-

fund to their Medicare patients any

amounts collected for services

which are later determined to be

“medically unnecessary.” There are

financial penalties for failing to make
the refund.

The second provision requires

physicians who do not take assign-

ment on an elective surgical proce-

dure to disclose to a patient, prior to

performing $500 or more worth of

surgery, certain financial data that

read roughly like a new car financing

application.

T
raditionally, a nonpartici-

pating Medicare physician

who did not take assign-

ments would bill the pa-

tient, collect the money at

the door (or at a later time)

directly from the patient, and then

leave it up to the patient to collect

insurance benefits from Medicare;

what Medicare paid or did not pay

was between the patient and Medi-

care itself. No longer. Under OBRA,
if a nonpar claim is determined to be

medically unnecessary or unreason-

able, both the patient and the physi-

cian are notified. 1 Thereafter, the

physician must refund the money to

the patient within 30 days. (If a phy-

sician appeals the determination, he

must refund the money within 15

days after losing the appeal.) If a

service is deemed more extensive

than necessary, a partial refund may
be ordered.

There are two exceptions to this.

The first is that a nonpar need not

make the refund if he or she “did not

know and could not reasonably have

been expected to know that payment

may not be made for the services

because they were not reasonable

and necessary.” The second excep-

tion is that a refund need not be

made if the beneficiary was “in-

formed that Medicare payment

could not be made for the specific

service because it would not be cov-

ered and, after being so informed,

the beneficiary agreed to pay the

physician for the service.” 2

It is too soon to tell just how
lenient the Medicare carriers will be

in applying the “reasonably-have-

been-expected-to-know” standard,

John Grad is a member of the Virginia,

District of Columbia, and New York

bars and is counsel to the Alexandria

Medical Society. The ideas expressed in

this article are his personal opinions and

not necessarily those of his clients. Ad-

dress correspondence to him at PO Box
1417-A44, Alexandria VA 22313.

but given past experience in other

similar issues, one might expect that

nonpars will be cut very little slack.

As for the noncoverage warning to

patients of nonpars, this must be in

writing and signed by the patient,

and according to Health Care Fi-

nancing Administration guidelines,

the patient must be told either “this

service is not covered by Medicare”

or that the doctor “believes that this

service is not covered by Medi-

care.” If the physician tries to hedge

by saying “the service may not be

covered by Medicare,” that will not

be considered an adequate warning.

A warning must be signed by the

patient for each service the nonpar

believes is not covered. A blanket

warning, such as “I understand that

some of the services rendered to me
may not be covered by Medicare and

I will pay for them,” will not suffice.

Medicare does not provide a sam-

ple form for the warning, and physi-

cians are left to figure it out for

themselves. One suggestion would

be to design a basic form that could

be adapted easily to procedures that

tend to generate coverage problems.

In any event, the cautious and

prudent nonpar will indeed obtain

the waiver, thereby giving rise to the

dilemma stated in the subtitle of this

article: On the one hand, for pur-

poses of practicing good medicine

and defending against potential law-

suits, the practitioner should explain

the reasons for, and the risks of,

treatment. On the other hand, in

order to keep HCFA happy, the pa-

tient should be told that the treat-

ment may be deemed medically un-

Photograph by Taylor Dabney June 1988, Virginia Medical 277



necessary by the government.

One would think that a physician

who suffers the indignity of telling a

patient that forthcoming treatment

may not be medically necessary

would have suffered enough at the

hands of the government. But no,

the government rubs it in by requir-

ing Medicare carriers to write the

following letter to nonpars in con-

nection with denied claims even

when the patient has been fore-

warned, as this excerpt from

HCFA’s Transmittal Number 1212

to carriers spells out:

A physician who does not accept

assignment and collects any amount
from a Medicare beneficiary for

services which are not reasonable

and necessary is required to refund

these amounts to the beneficiary . A
refund is not required ifyou told the

beneficiary in advance that Medi-

care would not pay for the services

and he or she agreed to pay for

them. After reviewing this claim, we
have determined that you told (name

ofbeneficiary) that the services were

not covered and (he/she) agreed to

payfor them. Therefore, you are not

required to make a refund in this

case. CC to beneficiary [!]

But this is mild compared to the

letter received by the nonpar who
did not warn the patient. One letter,

again with a copy to the patient,

commands:

. . .You must, therefore, refund

the amounts you collected from
(name of beneficiary) for these serv-

ices within fifteen daysfrom the date

ofreceipt of this notice. Ifyou fail to

make the refund by that time, you

may be subject to assessments of

double the violative charges, civil

money penalties (up to $2,000 per

violation), and/or exclusion from the

Medicare program for up to five

years.

HCFA offers several letters, or

“guide paragraphs,” as they are

called, for the carrier to use. They
cover various permutations.

When the carrier does not believe

you warned the patient: . . .You

asked to be excused from making a

refund in this case because you told

the beneficiary in advance that (de-

scription of services) was not cov-

ered and (he/she) agreed to pay for

them. However, we find that the

evidence does not support your

claim. You must, therefore, re-

fund. . .

When the carrier does not believe

your statement that you did not

know the services rendered would

be considered unreasonable and un-

necessary: . . . After reviewing this

claim, we have determined that

since (the basis used to determine

the physician liable), you knew, or

could reasonably have been expect-

ed to know, that these services were

not covered. You must, therefore,

refund the amounts you collected.

Copies of all these letters are sent

to the patients. The patient thus

learns, for example, that not only is

his doctor so incompetent as to have

performed unnecessary and unrea-

sonable services but is additionally

too stupid to have figured it out in

the first place.

As reported in Virginia Medical
in March (Medibytes, page 109),

HCFA is revising these letters with

softer language; the new letters may
be ready this month. The term

“medically unnecessary” will be

avoided, according to a HCFA offi-

cial. Instead, specific reasons will be

given for the denial, e.g., “the nurs-

ing home allows only one physician

visit per month,” or “Medicare usu-

ally does not pay for” this shot or

that procedure, or “the information

supplied [by the patient] does not

substantiate the claim.” The letters

also will refer to the available re-

view/appeal routes and suggest rele-

vant bases for seeking recourse.

Of equal and perhaps even more

importance, Travelers Medicare in

Virginia is taking steps to lessen the

sting by curtailing the use of these

denial letters and by investigating

suspect claims more carefully before

mailing denial letters.

W
hat happens to the phy-

sician who fails to make
a refund? First he or

she will get a call from

the carrier, and the law

will be explained. A
note will be made in the doctor’s file,

who will be contacted again 15 days

later to see if the refund has been

made. If the amount in question is

more than $300 or there is evidence

of three or more refunds owing, the

carrier is directed to call the Sanc-

tions Coordinator in the Office of the

Inspector General to decide whether

a “referral” is appropriate. The ob-

ject of the referral is, of course, the

doctor, not the patient.

The Sanctions Coordinator is to

be told the following: 1) “identifica-

tion of the subject;” 2) how the

violations were discovered; 3) chro-

nological statement of facts; 4) un-

derlying documentation; and 5)

“other significant issues.” The last,

it can be supposed, probably refers

to whatever other dirt the Sanctions

Coordinator might find useful, in-

cluding juicy gossip or other infor-

mation of litigious import “that may
be of value in the event of a hearing

to bar a physician from receiving

Medicare payment.”

By the way, if you are the sole

gerontologist in town, don’t worry,

because “sole community physi-

cians and physicians who are the

278 Virginia Medical, June 1988



sole source of an essential specialty

are not excluded from the program.”

T
he second OBRA change is

the requirement that non-

participating physicians

disclose a great deal of in-

formation prior to operat-

ing on Medicare patients if

the estimated charge for the surgery

will be in excess of $500. In Trans-

mittal Number 1216 to Medicare car-

riers dated October 1987, HCFA ac-

tually suggests a worksheet for this

disclosure and a related sample ben-

eficiary letter; they appear opposite

the title page of this article.

What do the various terms of this

worksheet and letter mean? Not nec-

essarily what they say.

The first item, “your actual

charge,” is not really that at all.

It is your charge as capped by

“MAAC,” or the maximum allowed

actual charge. As you may recall,

after the Medicare freeze was lifted,

nonpars were allowed to raise their

charges by limited amounts per year.

Raising charges in excess of these

limits is a criminal offense. Accord-

ingly, “your actual charge” does not

mean your actual charge but

MAAC’s actual charge.

“Your Medicare customary charge”

is what Medicare calculates, as of

April 1, 1988, to be your most fre-

quent charge for a given procedure

during the period July 1, 1986,

through July 30, 1987.

The “Medicare prevailing charge”

is another Medicare calculation based

on the charges of all physicians with-

in 1) a specialty and 2) a relevant

geographic area for 3) a specific pro-

cedure. Medicare takes this data and

figures the 75th percentile. It then

makes sure that the increase of this

year’s 75th percentile over last

year’s 75th percentile does not ex-

ceed the Medicare Economic Index

limitation. What is the Medicare

Economic Index limitation? It is the

government’s calculation of the

“true” inflation rate for medical

costs. If the prevailing charge in-

creases at a rate greater than this

cost index, the government assumes
that the doctors are trying to sneak

in a little extra profit and cuts them

back to the “correct” inflation rate.

Both “your Medicare customary

charge” and the “Medicare prevail-

ing charge” are provided to you by

the carrier. If all physicians in a par-

ticular area are privy to the going

rate for a particular surgical proce-

dure, why doesn’t this lead to price

fixing? Hypothetically, fees can be

fixed in a downward manner by

those surgeons who charge more for

procedures than the prevailing rate,

but those surgeons who charge less

are prevented by MAAC from rais-

ing their rates to a given level.

HCFA instructs carriers to per-

form random samples to ensure

compliance, allowing them to “ex-

clude from the sample any claims

where the allowed charge is equal to

the actual charge.” Otherwise, the

carriers are directed to “request

from each physician whose claim is

sampled a copy of the letter he/she

provided to the beneficiary.”

Uncooperative nonpars are sub-

ject to what is described as “sanc-

tions development.” If, for instance,

the notice was not furnished, the

doctor has to give the money back or

suffer “sanctions development,”

i.e., debarment from the Medicare

program.

The carriers have very little dis-

cretion in all of this, since HCFA’s
directions are quite mandatory.

Of course, the government would
like to fix rates, or least this was the

recommendation of the Physician

Payment Review Commission in its

1988 report to Congress. 3 “The
Commission concluded,” says the

report, “that Medicare’s existing,

customary, prevailing and reason-

able (CPR) method of paying physi-

cians was sufficiently flawed that it

should be replaced by a fee sched-

ule, rather than modified.”

W
hy is the government

doing these things?

Physicians who partici-

pate do not receive

these letters, and it is

generally conceded that

the government is seeking to hassle

nonpars so badly that they seek re-

lief by becoming pars. Another rea-

son may be social policy. The same
folks who designed Truth in Lending

to protect the public from greedy

and unscrupulous funeral homes and

Truth in Used Car Purchases to pro-

tect the public from greedy and un-

scrupulous used car dealers have

now brought the American public

Truth in Medicare to protect the

citizenry against greedy and unscru-

pulous doctors.

I believe that the medical commu-
nity is suffering this latest indignity

because of its continuing political

weakness and its image problem

with the American public. What a

sad state of affairs.

The author gratefully acknowledges

the cooperation of David J. Latham,

associate manager, Travelers Medicare,

Richmond.

1. Omnibus Budget Reconciliation Act

of 1986, Section 9332(c)

2. Health Care Financing Administra-

tion. Medicare Carriers Manual, Part

3, Claims Process. Transmittal Num-
ber 1212, September 7, 1987

3. Annual Report to Congress of the

Physician Payment Review Commis-
sion, March 31, 1988. Published by the

Commission, Suite 510, 2120 L Street

NW, Washington DC 20037

June 1988, Virginia Medical 279



Cfinkopathology Conference:

Abdominal I’ain and Fever

From the Department of Medicine,
University of Virginia School of Medicine.
Discussed by Richard L. Guerrant, MD.

Presentation of Case

Dr. Ali Afrookteh: The patient is a 17-year-old

female who was admitted to the University of Virginia

Hospital with abdominal pain and fever.

She was in excellent health until January 1986, when
she experienced malaise, myalgias and vague abdomi-

nal pain over a two-week period. She consulted her

local physician, who performed a urinalysis and diag-

nosed a urinary tract infection. She was started on

nitrofurantoin and improved initially, but within a

week she developed chills and fevers to 104°F and

began to have aching right upper quadrant pain which

radiated to her right scapula. The chest x-ray was
normal, but hematocrit was 28%, alkaline phosphatase

196 U/L, SGOT 144 U/L, SGPT 62 U/L, and LDH 349

U/L. She was hospitalized at a community hospital on

January 26, 1986. An abdominal ultrasound revealed a

4x4 cm lesion in the right lobe of the liver consistent

with an abscess cavity.

The patient was transferred to the University of

Virginia Hospital for further management. The ab-

scess was drained via percutaneous needle placement,

and 37 cc of pus were removed, which subsequently

Presented December 3, 1986, in Charlottesville. Edited by

Ali Afrookteh, MD, and Marcia Day Finney. Address corre-
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grew Streptococcus milleri. Blood and stool cultures

were negative as were serum indirect hemagglutina-

tion titers for Entamoeba histolytica. The patient

received two weeks of intravenous antibiotic therapy

with penicillin, gentamicin, and metronidazole. She

remained anemic with hematocrits of 24-26% with

microcytic hypochromic indices. Her anemia was felt

to be secondary to menstrual blood loss and her liver

abscess. She was discharged on oral penicillin, metro-

nidazole, and ferrous sulfate.

Over the next two months, she did relatively well.

Repeat sonography showed that her abscess had re-

solved completely. However, late in April 1986 she

experienced the acute onset of right lower quadrant

pain after eating dinner, with progressive nausea,

vomiting and abdominal tenderness. She presented to

the University of Virginia Hospital emergency room

the next day. Her temperature was 38.8°C and her

abdomen was diffusely tender to palpation. No masses

or organomegaly were noted. Pelvic exam was unre-

markable. WBC was 17,900 with a left shift and

hematocrit was 42.8% with normal indices.

Over the course of 24 hours, her pain localized to

the right lower quadrant. She underwent a laparoto-

my, which revealed an inflamed retrocecal appendix

with evidence of inflammation of the surrounding

omentum. A swab taken from the peritoneal fluid grew

out E. coli ,
and she was placed on ticarcillin disodium/

clavulanate potassium (Timentin®), amikacin, and
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metronidazole for ten days postoperatively. Her post-

operative course was marked by prolonged ileus which

required nasogastric suction for one week. Repeat

abdominal ultrasound revealed a normal liver without

evidence of abscess. She was discharged after 1 1 days

in the hospital on a regular diet which she was tolerat-

ing well.

She did well through the summer, but, in the begin-

ning of September 1986 she developed midabdominal

and right lower quadrant bloating and pain which

increased with meals but was unaffected by bowel

movements. She also noted generalized malaise and

took frequent naps during the day. She was concerned

that she could not keep up with her friends. By mid-

September, she noted intermittent fevers but no chills,

sweats or weight loss. Over the next two weeks her

abdominal pain increased and she experienced non-

bloody diarrhea. She was admitted to the hospital for

further evaluation.

She denied any history of cough, chest pain, short-

ness of breath, melena, hematochezia, or dysuria. She

had not traveled outside of Virginia. There was no

history of exposure to sick animals. She drank well

water.

Her medical history was unremarkable, although

she did admit to having crampy abdominal pains for

the past several years following consumption of spicy

foods. She had used cocaine and marijuana infrequent-

ly in the past but denied intravenous drug use. She is

sexually active and two years previously had an epi-

sode of uncomplicated gonorrhea which was treated

with penicillin.

Physical examination : On physical examination she

was a pleasant, young, white female in no acute

distress. Vital signs: temperature 38.6°C, blood pres-

sure 100/70 mm Hg, pulse 98/min, and respiratory rate

16/min. Examination of the head and neck was normal

and the fundi were benign. There was no lymphade-

nopathy or thyromegaly. The chest was clear and

heart sounds were normal. There was a well-healed

surgical scar in the right lower quadrant. Lower ab-

dominal tenderness, maximal in the right lower quad-

rant, was noted, with voluntary guarding and mild

rebound tenderness but no rigidity. There was an ill-

defined mass in the right lower quadrant, but it was

difficult to palpate because of the patient’s guarding.

Pelvic and rectal examinations were normal as were

evaluations of the extremities, skin, and neurologic

system.

Laboratory data : WBC 12,700, hematocrit 35.8%,

and platelets 557,000. Differential: 12 bands, 75 segs, 6

lymphocytes, 4 monocytes, 1 eosinophil, and 2 baso-

phils. Mean corpuscular volume was 80.5. Sodium was
139 mEq/L, potassium 4.3 mEq/L, chloride 106 mEq/
L, carbon dioxide 26 MEq/L, BUN 6 mg/dl, creatinine

0.6 mg/dl, and glucose 102 mg/dl. Liver enzymes were

normal, and total bilirubin was 0.3 mg/dl. Urinalysis

was normal. Chest x-ray and abdominal plain films

were unremarkable.

Hospital course : She was admitted to the general

surgical service. Abdominal and pelvic CT scan re-

vealed a large number of nonopacified loops of bowel

in the right lower quadrant with a question of some
fluid in the pelvis. Barium enema was normal to the

level of the cecum, though barium could not be

refluxed into the terminal ileum. Abdominal and pelvic

ultrasound showed no evidence of free fluid in the

pelvis, and the pelvic findings on the CT scan were felt

to be secondary to fluid-filled loops of small bowel.

She began to spike fevers to 39°C and her white blood

cell count rose to 15,000, although her abdominal

exam remained essentially unchanged. A diagnostic

procedure was performed.

Surgical Pathology

Dr. Benjamin C. Sturgill: A cross-section of the

appendix looked fairly normal. The mucosa was in-

tact, the lymphoid tissue was hyperplastic, and most

of the inflammation was in the serosa. The serosal

surface (Fig. 1) was covered by an inflammatory

exudate consisting of histiocytes, lymphocytes and

many more polymorphonucleocytes than were seen in

the wall of the appendix. If this was appendicitis, it

was very atypical. The serosal inflammation was out

of proportion to the inflammation in the wall, and one

should suspect that the process may be somewhere

other than the appendix itself.

Radiology

Dr. Hubert A. Shaffer, Jr.: The ultrasound exami-

nation of the liver obtained here on the patient’s first

admission in January 1986 revealed a lesion approxi-

mately 4 cm in diameter in the right lobe of the liver

(Fig. 2). The lesion was cystic with a very thick wall

containing few echoes. The contents of the lesion were

very echogenic, which is consistent with an abscess.

Pus was withdrawn by percutaneous needle aspira-

tion. Complete healing of the lesion was confirmed by

followup sonograms.

Plain radiographic films of the abdomen obtained

after the patient’s appendectomy in May 1986 were

described as showing postoperative ileus. However,

retrospective examination of the films indicated that

the patient had a partial mechanical obstruction of the

small bowel postoperatively.

Computed tomography obtained on the patient’s

admission in September 1986 confirmed that the liver

abscess had completely healed and that there were no

new hepatic lesions. CT images extending down into

the pelvis were remarkable in that we could see many
loops of Gastrografin®-filled bowel on the left side of

the abdomen, but none of the contrast agent opacified

the bowel in the right lower quadrant (Fig. 3). When
the bowel lumen is not filled with contrast, we cannot

distinguish the normal loops of bowel from what might

June 1988, Virginia Medical 281



Fig. 1. Serosal surface of appendix showing acute and chronic

inflammation.

Fig. 2. Hepatic ultrasound showing large, thick-walled cavity

from which pus was drawn.

Fig. 3. Abdominal CT demonstrating lack of contrast Ailing of

bowel in right lower quadrant.

be an interloop disease process. In this case, the lack

of filling of distal small bowel and colon was attributed

to insufficient time having elapsed between Gastrogra-

fin administration and the CT study.

The patient also had a normal barium enema in

September 1986. Only a very tiny amount of barium

entered the terminal ileum, and this was insufficient to

permit evaluation of this area. No cecal deformity was
apparent.

Clinical Discussion

Dr. Guerrant: I would like to suggest that, if we
really understand the etiology and pathogenesis of

liver abscesses, the pyogenic liver abscess holds the

clues to this young lady’s entire disease process.

Therefore, most of my discussion will focus on what

we know about liver abscess.

My underlying theme will be that anyone with a liver

abscess should be assumed to have something else

going on. A normal, healthy young person should not

develop a liver abscess without a pathologic source or

host defect. An organism like S milleri likely arises

from a source that then seeds the portal venous

system. One of the remarkable aspects of this patient’s

story is that, a few years ago, her disease process

would have been diagnosed as fever of unknown
(FUO) origin, and she might have gone three or four

weeks with undiagnosed fever, had a laparotomy or

died without anyone ever finding out what was really

going on. The entire differential diagnosis of FUO has

changed with the introduction of diagnostic technolo-

gies like ultrasound and computed tomography. The

physicians at the community hospital obtained an

ultrasound and referred her here to have her liver

abscess drained. S milleri was recovered in pure

culture from this abscess.

Streptococci are a taxonomic nightmare. There re-

mains considerable controversy over how best to

classify them—whether to identify them as being beta_,

alpha-, or non-hemolytic, to classify them by Lance-

field grouping, or to name them after someone or for

some biochemical trait. It is very interesting to look at

the three systemic diseases caused by different strep-

tococci. The studies of Parker and Ball
1 show that S

milleri is five times more likely to be isolated in

purulent disease processes such as that seen in this

patient than in bacteremias or endocarditis. There are

four Streptococcus organisms, all dextran producers,

that are associated with a striking 3-1 likelihood of

being isolated from patients from endocarditis. In

contrast, the major streptococci that cause bacteremia

without a purulent focus or endocarditis are group A-

beta strep, group G strep, and S faecalis or the

enterococcus. Finally, the tendency to form abscesses

is characteristic of S milleri
2

, as it is with group B
streptococci, S faecium, and S salivarius. The reason

for this is not clear. One theory relates to suppression
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of helper T-cell function by extracellular proteins.

S milleri itself is a subject of much debate. Some
authors have divided the species into S MG-interme-

dius and S anginosis? S anginosis more often includes

the betahemolytic or small colony forms that are

frequently placed in group F of the Lancefield classifi-

cation. In general, over half of S milleri species are

nonhemolytic, but they may be beta- or alpha-hemo-

lytic. Approximately 25% of S milleri can be assigned

to Lancefield groups, with half of those being in group

F.
4 S milleri can be cultured from 25% of normal

appendices as well as from other parts of the gastroin-

testinal tract and the vagina. However, it is more often

isolated from inflamed appendices and from the stools

of patients who have peritonitis
5

; indeed, S milleri may
be the most common isolate in appendicitis in chil-

dren. This collection of organisms is also the group of

streptococci most likely to cause abscesses. In a

review by Murray, 2
half of 20 patients with S milleri

infections had abscesses and most of the rest had other

pyogenic processes. Overall, S milleri infection is seen

more often in males.

I turn next to a general review of liver abscesses.

The incidence of liver abscesses quite low, probably

lower at present than in the past, when there were

more amebic liver abscesses. Liver abscess now ac-

counts for 6-16 of every 100,000 hospital admissions.
6

This may represent only one or two cases in the

lifetime practice of a primary care physician in the

community. It is particularly impressive that physi-

cians at the community hospital made the diagnosis of

liver abscess in this patient.

If one examines the history of liver abscess, one will

note that since the 1940s most liver abscesses have

been pyogenic. Prior to that time, as shown in a study

by Ochsner and DeBakey from Tulane,
7 amebic liver

abscesses were three times more common than pyo-

genic abscesses. Although this young lady meets the

criteria for amebic liver abscess, she has no travel or

otherwise specific history. Furthermore, the material

removed from her abscess was not described as resem-

bling thick “anchovy paste,” which it does classically

in some (albeit not most) liver abscesses caused by E
histolytica. An untreated amebic liver abscess virtual-

ly always has a fatal outcome. The indirect hemagglu-

tinating antibody (IHA) is usually 94-95% sensitive in

identifying patients with amebic liver abscess. This

patient’s negative IHA makes it unlikely that she had

an amebic abscess.

With respect to pyogenic liver abscesses, if we look

at the most recent series, this patient does not fit the

typical patient profile. Pyogenic liver abscesses occur

most typically in patients over 45-50 years of age with

gall bladder disease, either malignant or nonmalignant.

However, going back to Ochsner’s series, one can see

that his data and those from the other studies he

reviewed in 1938 show that this patient is in the

appropriate age group—late adolescent/young adult

—

Table 1. Underlying Diseases Seen with Pyogenic Liver Abscess.
6

Biliary tract disease 36%
Malignancy (including biliary tract) 22 ( f with multiple

abscesses)

Colonic disease (diverticulitis, 16

appendicitis)

Diabetes mellitus 16

Liver disease (cancer, cyst, 15

fibrosis)

Alcoholism 15

Miscellaneous 18

Total 85% (100% if multiple)

for a pyogenic liver abscess in that earlier era. The sex

distribution of pyogenic liver abscesses is like that for

amebic ones, namely two-thirds of the patients are

male. One can see either a single abscess, as was the

case with this patient, or multiple abscesses. Cases in

which there are multiple small liver abscesses tend to

have more abrupt and more toxic courses than this

woman’s. Virtually all such patients have some under-

lying disease (Table 1), and their illness may be rapidly

fatal following hematogenous spread of the infection.

This patient’s course was more insidious, but still

there was a question of underlying disease, some

ongoing pathologic process.

In January, this young lady must have had an

inflammatory process, either in the appendix or at the

terminal ileum, and this was seeding her portal vein. If

she had had pylephlebitis with rapidly progressive

infection and occlusion of the portal vein, she might

have died. Instead, she was diagnosed quickly as

having a liver abscess and treated very specifically

with abscess drainage. However, something had to be

seeding that liver.

The pathogenesis of pyogenic liver abscesses pro-

vides the best perspective on the differential diagnosis

for this patient (Table 2). The portal vein is the most

common route by which seeding of a liver abscess

seems to occur, and such seeding may come from

appendicitis, omphalitis or an infected Meckel’s diver-

ticulum. The CT scan is a very good diagnostic tool for

ruling out retroperitoneal dissection of infection or an

omphalocele that might arrest in the anterior abdomi-

nal wall. However, one cannot use CT to localize a

source of infection inside the peritoneal cavity unless

one can identify the bowel lumen, where the walls of

the bowel are, and whether there is something be-

tween them. So we do not know about that. There is

no good evidence that this patient had biliary tract

obstruction; she had no stones in her gall bladder and

she is very young to have a malignant process there. I

will discard that diagnosis, although it would be high

on my list were this patient a 52-year-old with a

pyogenic liver abscess. Hematogenous seeding from

any number of sources can occur or one can get direct

extension either from the gall bladder or from a

perforation in the upper bowel. I think the CT scan

helps tremendously with these diagnoses. As she had
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no history of bleeding or penetrating trauma, I shall

discard that diagnosis, too. Looking historically at the

patterns of pathogenesis, the message is simply that

the patients in the old series had a lot of sources of

infection ascending via the portal vein from the ileal

area, the cecal area and the appendix, whereas pa-

tients in the newer series tended more often to have

biliary tract disease. Data on hematogenous and other

routes of acquiring a liver abscess seemed to be fairly

similiar in both the old and new studies.

The symptoms of pyogenic liver abscess are quite

nonspecific, and this patient is a good example—she

had fever, anorexia, and general malaise. Eventually,

she developed some right upper quadrant pain, enough

to prompt that sonogram in the other hospital. Like-

wise, the laboratory findings revealed a small eleva-

tion in the alkaline phosphatase and SGOT, exactly

what one would expect from review of earlier series.

The microbiology of liver abscesses is interesting.

As we have learned in recent years to culture anaer-

obes, the more recent series show that there are a

number of organisms involved in liver abscesses (Ta-

ble 3), with a wide range of enteric gram-negatives, as

well as the enterococcus, and anaerobes, including

facultative streptococci; the latter may have included a

number of S milled, but few were characterized in

enough biochemical detail to permit classification. Of
the 28 S milled liver abscesses identified in several

series, many were associated with perforations, leio-

myosarcomas of the ileum, regional enteritis, and

other intestinal sources.

The diagnosis of liver abscess is best accomplished

either by ultrasound or CT. McDonald and coworkers6

found that ultrasound proved to be an effective diag-

nostic tool in 80% of cases, while CT established the

diagnosis of liver abscess in fully 95% of cases.

Exploratory laparotomy is not usually required for

diagnosis, and one can frequently treat the abscess

without surgery. A 94% resolution can be achieved

with exactly what this patient had, namely percutane-

ous drainage and antibiotics—a penicillin, an amino-

glycoside, and something like metronidazole to cover

the anaerobes. So it is not too surprising that initially

she did pretty well. In April she returned with very

acute right lower quadrant pain after eating dinner. I

think she probably perforated something. Her physi-

Table 2. Pathogenesis of Pyogenic Liver Abscess.

Portal vein (± pylephlebitis): appendicitis, omphalitis,

Meckel’s diverticulitis,

ileitis

Biliary obstruction: benign or malignant

Hematogenous seeding: endocarditis, furuncle,

osteomyelitis, bacteremia

Direct extension: gallbladder, gastric/

duodenal ulcer,

retrocecal source

Trauma: blunt or penetrating

Table 3. Changing Microbiology of Pyogenic Liver Abscess.

Keefer Ochsner de laMaza Sabbaj Rubin
1896-1933 1928-1937 1959-1968 1960-1970 1961-1973

Sterile ? 38-60% 11% 11% 18%
Coliforms 47% 30-31 66 56

Strep 23 3 2

Strepto-

cocci

— 21-27 12
55

20

Staphylo- 30 17-26 7 14

cocci j

Anaerobes — —
1 45 8

Mixed ? 13 7 13 22

cians assumed it was her retrocecal appendix. I was
unimpressed, as I think Dr. Sturgill was, by the degree

of inflammation in the appendix. What impressed me
instead was the amount of inflammation in the sur-

rounding omentum and localized to the right lower

quadrant, where E coli grew from the swab taken of

the peritoneum. Therefore, I think something perforat-

ed near the appendix. In any event, she again did

remarkably well, this time on Timentin, amikacin, and

metronidazole. She did very well, in fact, all summer,

until early September. Then she returned with pro-

gressive mid- and right-lower quadrant abdominal pain

which occasionally increased after meals. The pain

after eating might have suggested partial obstruction.

She had malaise, fevers and nonbloody diarrhea with-

out fecal leukocytes; none of this information is very

helpful. She had no travel history, no good story for

typhoid fever, no exposure to a sick animal. (Sick dogs

in the house with a clinical picture like this should lead

one to think of mesenteric adenitis with Yersinia

enterocolitica, which can be serious if unrecognized.
8
)

Other infections, including giardiasis, would be unlike-

ly to cause all of this. However, she was febrile, and

there was a question of a mass in her tender right lower

quadrant, and she obviously had a leukocytosis.

At this point, it may be useful to return to that

differential diagnosis and probable pathogenesis of her

liver abscess, for I see this patient’s illness as one

rather than three different disease processes. The

upright abdominal film showed that the disease was in

the small bowel, and the CT scan ruled out the

retroperitoneal processes we have discussed. The bar-

ium enema was helpful in that it showed there was no

identifiable colitis. I would conclude at this point,

therefore, that the patient had an inflammatory proc-

ess in her terminal ileum. The ileum perforated, and

this was probably the source of her liver abscess, with

the infectious organisms ascending by way of the

portal venous system. None of this tells us exactly

what her inflammatory bowel process was, however,

and the differential diagnosis is quite extensive. In

addition to idiopathic inflammatory bowel disease or

regional enteritis, one must consider processes like

actinomycosis, histoplasmosis, blastomycosis, sar-

coidosis and tuberculosis of the gastrointestinal tract.

Unfortunately, the only way one can know for sure is

to perform a laparotomy, conduct a thorough histolog-
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ic examination and do special cultures of the tissue.

She could also have had a lymphoma, but the few case

reports of lymphoma that I saw presenting like this

were older individuals. The patient could have had a

carcinoma, I suppose, but the odds are very much
against it.

It is very well known that liver abscesses can arise

in association with an inflammatory ileitis. Indeed,

there are fourteen cases in several reviews that I was

able to find; specifically, the earlier cases were associ-

ated with a serious progressive pylephlebitis which

was rapidly fatal, five with direct fistulas, four with

neither process. Interestingly, seven of the 1 1 required

surgical exploration and excision in order to resolve

recurring or persisting liver abscess.

The diagnostic procedure that I would do in this

young lady is an upper GI series with a careful small

bowel follow-through. I would do this just to define the

anatomy of her disease process. Depending on her

course, she may well then need a laparotomy. In light

of her age and the remitting pattern of her illness, I

would probably be going against the odds to say that

this is actinomycosis, histoplasmosis or primary tuber-

culosis of the GI tract. I would therefore place Crohn's

disease at the top of my list, but there is a fair list of

other possibilities that should be considered and ex-

cluded by laparotomy and biopsy. I do think that this

process, this terminal ileitis, could well explain her

entire history and her course from her presentation

with the liver abscess in January, through the perfora-

tion in April, to the partial obstruction of the small

bowel which brought her back into the hospital in

September.

Diagnosis and Pathology

Dr. Hubert A. Shaffer, Jr.: The diagnostic proce-

dure mentioned at the conclusion of the case presenta-

tion was indeed a barium study of the upper gastroin-

testinal tract and small bowel. The esophagus,

stomach, and small bowel appeared normal. In the

right lower quadrant, there was separation of contrast-

filled loops of bowel by a soft-tissue mass in the region

of the terminal ileum (Fig. 4a). Closer analysis of this

area revealed “skip" or segmental areas of various

degrees of disease involvement in the distal small

bowel, a stricture of the terminal ileum with ulcer-

ations and sinus tracts, cobblestone formation, and

areas of bowel stenosis and tethering by an intramural

mesenteric mass (Fig. 4b). As mentioned by Dr.

Guerrant, the likely diagnosis would be Crohn’s dis-

ease, although other inflammatory diseases, particu-

larly granulomatous diseases, can produce an identical

picture.

Dr. Erik Hewlett: What happened to the patient

clinically after this procedure?

Dr. Afrookteh: It was thought that she had Crohn’s

disease, and she was treated with prednisone as well

as metronidazole. She improved initially, then became
worse, and a laparotomy was necessary. Dr. Sturgill

Fig. 4a. Above, barium study of small bowel showing disease

process involving multiple loops.

Fig. 4b. Right, spot film demonstrating inflammatory changes

in several loops of distal ileum.
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Fig. 5. Gross photography of segment of terminal ileum

showing thick wall and pseudopolyps.

Fig. 6. Microscopic section of ileum showing ulceration and

transmural inflammation consistent with Crohn’s disease.
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8. Vantrappen G, Geboes K, Ponette E. Yersinia enteritis.

Med Clin N Amer 1982; 66: 639-653

will show the surgical pathology.

Dr. Sturgill: The specimen received following the

laparotomy was a complicated, convoluted mass of

terminal ileum weighing approximately 100 grams. The
morphologic findings confirmed the diagnosis made by

Dr. Guerrant and Dr. Shaffer. The mucosal surface

(Fig. 5) showed some of the pseudopolyps which gave

the cobblestone appearance seen on the x-ray. The
serosal surface was not smooth and shiny as it should

have been normally but was rough, and the thickness

of the bowel wall was increased. There was an abun-

dance of adhesions involving the bowel loops, which

were tucked in by the inflammatory mass. Microscopi-

cally, the full thickness of the intestinal wall was

involved (Fig. 6). This is characteristic of inflamma-

tory bowel disease of the idiopathic or Crohn’s type.

At higher power, we noted a somewhat granulomatous

appearance to some parts of this inflammatory proc-

ess. In the absence of specific etiologies, namely the

absence of organisms such as Actinomyces or the

tubercle bacillus, we can say that this is an inflamma-

tory disease entirely consistent with Crohn’s disease.

Dr. Guerrant: Would you comment on intestinal

perforation in this patient and whether there were old

or recent seedings of her peritoneum?

Dr. Sturgill: The changes in the appendix strongly

suggested an adjacent perforation. The appendix itself

did not look like the kind that would have perforated.

We also did not find a perforation in the small bowel

specimen, but that does not mean that there was not a

perforation at some time in the past. I suspect there

was.

Dr. Hewlett: How has the patient done since sur-

gery?

Dr. Afrookteh: Her recovery has been somewhat

slow. At surgery, a temporary colostomy was per-

formed to let the area heal. Reanastomosis is planned

at a future date. She is presently taking sulfasalazine

and a low dose of prednisone.
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ABSTRACTS
These are abstracts of three of the papers presented at the scientific session of the Virginia Dermatological

Society on November 1, 1987, at the Homestead, Hot Springs. Others will appear in future issues.

Lipoid Proteinosis. Chauncey McHargue, MD, Char-

lottesville.

A 9-year-old girl presented with a history of progres-

sive facial scarring since early childhood and a chroni-

cally hoarse voice. At birth the patient was noted to

have an unusual weak cry which evolved into persis-

tent hoarseness. Significant scarring tended to follow

routine trauma. On physical examination, confluent

waxy plaques covered most of the forehead and malar

area with a cribriform pattern of pitting and scarring.

Along the margins of the eyelids there were small

flesh-colored papules in a linear bead-like arrange-

ment. The gums, buccal and labial mucosae exhibited

similar but larger infiltrations that were best appreciat-

ed by palpation. In addition to obvious hoarseness, it

was appreciated that she was unable to protrude the

tongue to any significant degree. Skin biopsy revealed

deposition of homogeneous, eosinophilic hyalin mate-

rial around vessels, sweat glands, and throughout the

dermis. A diagnosis of lipoid proteinosis was made.

Lipoid proteinosis is inherited as an autosomal reces-

sive trait. In addition to the findings described above,

one also sees areas of diffuse infiltration of the skin

with hyperkeratosis over the extremities. The hyalin

material appears to be a glycoprotein, and both immu-
nofluorescence and electron microscopy indicate that

it consists primarily of collagen. Recent studies by

Moy et al have shown peculiar cytoplasmic inclusions

in fibroblasts, a decreased type I/III procollagen mes-

senger RNA ratio, and reduced replicative capacity of

lipoid proteinosis fibroblasts. Treatment of lipoid pro-

teinosis at present is largely symptomatic.

Cytomegalovirus Infection of the Skin. James W. Pat-

terson, MD, and Anna H. Broecker, MD, Richmond.

A 39-year-old woman with cryptogenic cirrhosis

who had received two liver transplants developed

necrotic skin lesions over the chest, upper arms and

thighs. Physical examination showed erythematous

plaques 1-2 cm in diameter with central black eschars

in the above locations. Over a period of several days

some lesions developed annular vesiculation at the

borders with surrounding erythematous halos. Biopsy

showed enlarged endothelial cells with intranuclear

and intracytoplasmic inclusions characteristic of cyto-

megalovirus (CMV) infection. A few multinucleated

giant cells beneath the necrotic epidermis were also

suggestive of herpes simplex infection. Using immuno-
peroxidase methods, inclusions stained positively for

CMV antigen and showed a negative reaction for

herpes simplex antigen. In situ hybridization using

biotinylated DNA probes on formalin-fixed, paraffin-

embedded tissue sections confirmed the diagnosis of

CMV infection and failed to demonstrate evidence for

herpes simplex virus. Blood cultures subsequently

became positive for CMV, while cultures of a skin

lesion were negative. Early recognition of CMV infec-

tion in the skin permitted institution of antiviral thera-

py with a new agent, gancyclovir. There was evidence

of clinical response, but the patient eventually died of

septicemia, liver failure and an intracerebral bleed.

Specific skin lesions of CMV infection are likely to be

encountered frequently among immunosuppressed pa-

tients. In situ hybridization is a technique that permits

both a rapid, specific diagnosis and early institution of

therapy.

Subepidermal Calcified Nodules in a Patient with Colla-

gen Vascular Disease. T. A. Davidowski, MD, Char-

lottesville.

A 9-year-old black male presented with an asympto-

matic papular eruption of three years’ duration, which

began as minute papules on the abdomen that enlarged

and spread to the chest, back and extremities. Physical

examination revealed 60 discrete hyperkeratotic pap-

ules 3-8 mm diameter with hard, white-yellow centers

diffusely distributed on the trunk and extremities.

Hyper- and hypo-pigmentation, atrophy and erythema

were noted on the face, neck, antecubital and popliteal

fossae and forearms. Nail fold telangiectasias were

present. Laboratory values included a positive antinu-

clear antibody in a titer of 1 : 320 and positive antibody

to extractable nuclear antigen. Muscle enzymes and

calcium levels were within normal limits. Biopsy of a

skin lesion from the abdomen revealed a subepidermal

calcified nodule, and direct immunofluorescence of an

atrophic lesion showed granular IgA, IgM, C3 and

fibrinogen at the dermal-epidermal junction with fibrin

deposition in upper dermal vessel walls. A diagnosis of

subepidermal calcified nodules in a patient with colla-

gen vascular disease was made, and further workup

was initiated. Calcification of skin as well as muscles,

tendons, and subcutaneous tissues has been reported

in dermatomyositis and progressive systemic sclerosis

(PSS), and less frequently in localized scleroderma,

lupus erythematosus, and disorders with overlapping

features. Some patients with calcifications and PSS
can be shown to have secondary hyperparathyroidism,

but abnormalities of calcium/phosphorus metabolism

have not been established in dermatomyositis.
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Virginia General Assembly 1988

No doubt you have seen the Legislative Wrap-Up
published and distributed by The Medical Society

of Virginia. It is an accurate, concise summation of

health-related bills discussed at the 1988 session of the

Virginia General Assembly. VaMPAC, the MSV Leg-

islative Committee, and the Society’s staff and lobby-

ists put in many long hours, and their efforts seem to

have been largely successful.

Among the bills opposed by VaMPAC and the MSV
Legislative Committee and successfully carried over

were the following: HB933, restricting the use of

pound animals for research purposes; HB1024, provid-

ing for direct reimbursement of psychiatric nurses by

insurance companies; and HB1077, changing the ex-

pert witness requirement in liability actions from fa-

miliarity with the state standard of care to the national

standard of care.

One of the major battlefields centered about HB791,

proposed by Del. Warren G. Stambaugh (D-Arling-

ton). The original bill would have forced the Virginia

State Board of Medicine to license optometrists to

treat diseases, restricted the Board to testing on phar-

macology only, and given the Board no regulatory

authority. The Medical Society of Virginia strongly

opposed such a bill. As finally passed, HB791 grants

optometrists the right to administer and prescribe

therapeutic drugs but specifies that the State Board of

Medicine will establish the terms and conditions under

which such administration and prescribing can be

effected and also can set educational standards for

optometrists. The task facing the Board is a difficult

one, but the bill as passed is better than the one

originally proposed.

The optometrists for many years have promoted

legislation to allow them to prescribe and treat. Op-

tometry’s VOPAC was the fourth largest PAC in

making contributions to the Virginia General Assem-

bly political candidates in 1987. VOPAC was greater

than VaMPAC and far surpassed the ophthalmolo-

gists’ PAC. In the present political climate, passage of

a bill of this type was bound to come. Suggested

reading for those who doubt that the optometrists

mean business: the Winter 1988 edition of Capitalk,

the Virginia Optometric Association’s newsletter.

In another therapeutic area, HB494, dealing with a

procedure for registering physicians to obtain, dis-

pense and administer heroin to terminally ill cancer

patients, was opposed by The Medical Society of

Virginia. Although the measure passed, the legislation

will not take effect until changes are made in the

current federal law. This may not be soon.

All in all, not a bad year. E.L.K., Jr.

New Horizons for Registry

Virginia’s Tumor Registry, established in 1970 as

a priority of the Virginia Regional Medical Pro-

gram, was the first step in the development of a

modern statewide reporting system for malignant dis-

ease. Through the Registry hospitals and laboratories

could report new cancer cases, and the vast majority

did so. The state Registry brought an increase in the

number of hospital tumor registries throughout Virgin-

ia, stimulated largely by the advantages of collecting

and sharing data with the central registry and receiving

in return feedback of benefit to patient and physician.

In 1976, by General Assembly action, the Registry

became a function of the State Health Department.

Now the 1988 General Assembly, by passing SB 429,

has mandated the reporting of all new cancers (except-

ing cutaneous squamous and basal cell carcinoma),
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thereby closing the small gap in reporting experienced

by the exemplary voluntary system. Thus we now
have a population-based Registry capable of analyzing

the incidence, prevalence, survival, and risk factors

associated with the occurrence of cancer in Virginia to

an extent never possible before. This should lead very

soon to a significant improvement in cancer control in

Virginia.

This important legislation was supported by The

Medical Society of Virginia and several constituent

societies; their backing was integral to passage of the

bill. Virginia patients and physicians alike stand to be

well served by this cooperative approach.

Robert J. Faulconer, MD
Eastern Virginia Medical School

PO Box 1980, Norfolk VA 23501

Dr. Faulconer is chairman of The Medical Society of

Virginia’s Cancer Committee.

Seat Belt Exemptions

On January 1, 1988, the Commonwealth of Virgin-

ia safety belt use law went into effect. Under this

law, the driver and front seat passengers of motor

vehicles must be secured by properly adjusted and

fastened seat belts. Experience has demonstrated the

effectiveness of seat belts in significantly reducing

serious or fatal injuries in the event of an accident.

It appears that some physicians in Virginia are

writing exemptions to the wearing of seat belts. In the

opinion of an attorney writing in Michigan Medicine ,

“It is difficult to conceive of any physical or medical

reason which would justify” such an action. While the

Virginia law provides for such exemptions, they are

not clearly defined. The State of Illinois medical

guidelines for safety belt use caution that “a physician

stating that a person is unable to wear a safety belt for

medical or physical reasons may be held liable for

injuries to that person which result from not wearing a

safety belt.” That warning obtains also to physicians

in Virginia. E.L.K., Jr.

My Grandmother

I
t was a very quiet New Year’s Eve with me on one

sofa and my wife on the other. We were lying on our

backs and softly moaning now and then. My strained

back muscles were aching fiercely, and her arthritic

hip was acting up. It was a major effort to reach for the

remote control of the television. Coming down the

stairs to the den after dinner had been a major feat for

us.

While the television showed the crowds at Times

Square as midnight approached, we laughed about our

inability to move and about our infirmities, which

occur more frequently as our years increase. I won-

dered if anyone had ever died from a backache, and

she was sure that a large number of deaths occurred

each year from hip pain.

After a while we gave up and struggled back up the

stairs to bed and to sleep. Before dozing off, I thought

about my grandmother, who with many physical infir-

mities remained the smartest person in the family until

her death at 99 years of age. She would always plan for

the future, always attend the weddings, birthdays,

graduations of her beloved grandchildren and great-

grandchildren. Occasionally in her last years she

would be melancholy when she spoke of her many
friends who were dead. She would say wistfully that it

was a special type of loneliness when there was no one

left to talk over old times with her.

When she was about 90 years old she developed

acute arterial insufficiency of one leg and was quite ill.

She improved on medical therapy, which was fortu-

nate because she probably would not have survived

any major type of surgery.

As she began to feel better, she wanted to talk about

herself. She told me about coming to this country at 15

years old on a ship by herself, possessing only the $5

her sister in New York had sent her. She had left her

parents in Austria-Hungary, never to see them again.

She told me stories of how hard life had been in the old

country, and how hard it had been learning the ways

and languages of a new country. She and my grandfa-

ther had six children and made a living, but little more.

Then we talked about the many illnesses and infirmi-

ties of her later years: recurrent cerebral ischemic

episodes, deafness, poor vision, the bad leg, etc.

There was the old gleam in her eyes when she told me
that she did not want to be young again. To be afflicted

anew with youth would force her to relive the many
long, hard years, and she just was not up to it.

“No,” my 90-year-old grandmother told me, “no

way would I ever want to be young again and go

through all the difficulties of my life all over again. I

have enjoyed my family and friends, but I do not have

the strength of mind to do it all over again. Never.”

She paused in thought, looked back at me and said,

“But I wouldn’t mind being 65 again for a few days.”

Henry S. Campell, MD
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Intelligence, friendliness, verve

By Raymond S. Brown

Leonard Weyl was my friend. Twenty-one years of medical meetings plus

several overseas jaunts together made Len seem like a brother.

We thought alike and never differed on principles, but occasionally

Len’s extroverted exuberance sent him off on a tangent so that he had to

be reeled in.

A conversation with Bob Gruver at the memorial service for Len illus-

trates my feeling concerning his exuberance. Bob commented that I had

come a long way for the occasion. My response was that had I died first,

not only would Len have come to Gloucester to the funeral but he proba-

bly would have arranged it.

His intelligence, friendliness, and verve are sorely missed.
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This proud, strong man
By Edward S. DeBolt

I have many fond memories of Len
— so many meetings, so many trips

up and down 1-95, so many chal-

lenges, so many successes. Leonard

succeeded at just about everything

he tried. Whether it was as surgeon,

politician, AMA leader, business-

man, newspaper columnist, friend,

father or husband, Leonard Weyl
excelled.

Now, months after his death,

there is rarely a day that I don’t find

myself wishing I could talk with him
— ask his opinion about when to

mail the first letter in an AMA
campaign, or how best to frame a

sensitive issue so that politicians will

understand The Medical Society of

Virginia’s point of view, or some
other area where his wisdom, expe-

rience and strong will were so im-

portant to me.

Oh, and he was strong-willed!

There was no better car than a Mer-
cedes-Benz, no finer organizations

than MSV and AMA, no wiser in-

vestment than real estate, no more
beautiful wife than Nancy, no more
industrious children than Kitty and

John, and no better friends than his.

I was honored to be a friend of

this proud and strong man who gave

so much to his profession and his

community.

We were young surgeons

By William S. Hotchkiss

The annual meeting of The Medical

Society of Virginia at the Home-
stead in October 1987 was an excel-

lent meeting. It had the usual fine

balance of scientific and socioeco-

nomic concerns. All issues were ad-

dressed in the thorough manner we
expect of Virginia physicians.

But something important was
missing. Somtone very important

was missing. Leonard Weyl missed

his first MSV annual meeting in

over 30 years.

Leonard and I met in the halls of

The Medical Society of Virginia

over 30 years ago. We were young,

solo-practicing surgeons from oppo-

site ends of the state. We found

ourselves almost invariably on the

same side of the issues. We grew to

be friends. Our wives also proved to

be close friends. We visited in the

home of Leonard and Nancy not

only in McLean, Virginia, but also at

their beach home at Nags Head,
North Carolina, which he loved so

much. I can remember a beautiful

day last summer sitting on his porch

looking out at the ocean, thoroughly

relaxed and enjoying a discussion.

At the time of the annual meeting

we all thought his absence was tem-

porary. He was recovering well

from open-heart surgery. A week
later, tragedy of tragedies, this void

became permanent.

I never had a brother, but Leon-

ard was close enough. We will not

see his like again.

He was the better arguer

By John H. Schmidt

I was Leonard’s friend for five years

before I was his brother-in-law. We
were fellow students at Earlham

College in Indiana between 1939
and 1942. In the summer of the

latter year, I invited him to leave

stifling Chicago for a week in my
little hometown near a large lake in

Northern Indiana. As it happened,

he visited Nancy, then 17, more
than he visited me.
Two years later they were mar-

ried. Nancy’s and my father, who
was a Presbyterian minister, per-

formed the ceremony, but with

some misgivings. She was too

young, he said. It would never

work. He was wrong. It did. Very
beautifully for 43 years.

Leonard and I enjoyed animated

(or more) political discussions

throughout our 48 years of ac-

quaintance. At first I was an Indiana

Republican, than which there was

nothing more conservative, and he

was a New Deal Democrat, a great

admirer of Franklin Roosevelt. As
the fifties moved along, our political

views — doubtless propelled by our

choice of professions, his medicine,

mine journalism — began to drift

closer together. He voted a second

time for Adlai Stevenson a bit less

enthusiastically than the first time;

and my second vote for Eisenhower
was almost a vote for Adlai.

In I960 our political paths

crossed. I voted for Kennedy, and

Leonard voted for Nixon, and by

the late seventies we were as far

apart politically as I suppose reason-

able men can be. We had many an

argument, and he usually got the

better of me, for he was the better

arguer. Probably in the last several

years our positions stabilized or

even edged a couple of inches closer

together. I mean politically. We
were never apart, otherwise.

I miss him greatly.
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His stinging tenacity

By William J. Hagood, Jr.

My first confrontation with Leonard

Weyl was in 1974. I planned to run

for president elect of The Medical

Society of Virginia, and I told Len.

He said No—flat out. He was run-

ning, he announced to me, and I

could run later. After some backing

and filling between us, I realized his

promised support was important, so

I waited.

That event led to a long string of

encounters, but in time we came to

enjoy each other’s company because

we had a common love, organized

medicine. We had many common
goals, all aimed at making organized

medicine, Point A, more organized,

Point B. Over the years Len and I

discussed, argued, supported, op-

posed propositions so intently that

we learned the body language of

each other.

Both of us appreciated the neces-

sity and facility of compromise. And

we agreed there existed a bit of a

paradox between personal princi-

ples and compromise. We would
not compromise our principles—at

least not to the point of admitting

we had done so and certainly not

beyond the point of uncomfortable-

ness. Consequently, we would not

pursue the sanctity of principle to

the point of social, political or reli-

gious death. We had faith the sun

would rise and present another op-

portunity to act.

This closeness akin to brother-

hood when organized medicine was
on board would disconnect as we
checked out of the hotel, boarded
separate planes, or Len drove north-

ward in Virginia and I headed for

the Southside. However, the chem-
istry was always there between us.

The only catalyst needed to fire up
the action was a letter, a phone call,

or to happen upon each other at a

registration desk.

And so it was last December
when the American Medical Associ-

ation’s House of Delegates met in

Atlanta. I fingered my lapel for the

PAC 250 chevron that must hang

from my VaMPAC button, lest I

have to answer some uncomfortable

questions from Len, its inventor. I

found myself placing my delegate’s

handbook in a seat I wanted to

reserve for Len at our caucus. There
was a blank line in my Southeastern

Coalition pocket directory for his

name and room number. (He in-

vented the directory, too.) In the

evenings as Aileen and I made our

way about the hospitality rooms, I

kept wondering which one would
reveal Len and Nancy’s presence.

Out of our lives each of us cut a

personal slice we shared. I still have

my slice and will keep it in a special

place. But true to his stinging tenac-

ity, I feel marked with an obligation

to continue with that once-shared

activity of how best to get from

Point A to Point B.

Alexandria, 1981

Thefun we shared

By Charles E. Davis, Jr.

Len Weyl and I became acquainted many years ago on a gorgeous April

afternoon on the first tee at the Homestead, where we were both attend-

ing a meeting of the Virginia Surgical Society. Long before we ap-

proached the 18th green I was fascinated with this articulate colleague

with the sharp mind. My fascination never ceased, through all the years

of our friendship.

Len and I shared many interests and philosophies, the most notable be-

ing a passion for good surgery. Small wonder, for we had both served un-

usually long tenures in surgical teaching programs before opening our

practices in Virginia. I always considered Len first and foremost a superb

surgeon.

I remember Len Weyl for his up-beat personality, his great character,

his even temperament, and his limitless charm. And for the fun we
shared—like the man said, “for the good times.”

_ -TV

292 Virginia Medical, June 1988



His firm convictions

By Percy Wootton

I first met Leonard in 1969 at the annual meeting of The Medical Society

of Virginia in Virginia Beach. Leonard grew on you, and one learned to

respect his firm convictions. He held high the love of his family, church,

nation, the practice of surgery and organized medicine. He waxed most
eloquent when discussing political campaigns, whether national or state,

lay or medical. I well remember one of his quick moments of determina-

tion as President of The Medical Society of Virginia when he called me
off the floor of the AMA House of Delegates for “instructions” concern-

ing an issue that was being debated on the House floor. I remember, too,

many late-night dessert parties; Leonard loved good food.

Wherever he went, Leonard’s wise counsel and ready humor made an

impression.

Richmond, 1980

He entered in

A positive guy

By Robert H. Gruver

Whether he was on the golf course,

in the operating room or in some
political meeting, Leonard was a

positive guy. He wanted to win.

It is in the doctor-patient relation-

ship that I remember him best. Pa-

tients were fortunate to have Leon-

ard Weyl as their doctor. There was

an aura of competence and devotion

to service his patients sensed. Leon-

ard would drive the OR personnel

hard, but he would drive himself

harder. There was no room for slop-

piness or excuses. The results were

absolutely excellent care. He asked

questions, he found solutions.

Leonard was somewhat of a phi-

losopher. His views were always

positive and strong, and his message
was always predictable because of

his intense loyalty to friends and
causes. His arguments were also er-

udite. I’ve never known anyone bet-

ter read, and he had a marvelous
grasp of history.

Leonard passionately believed in

the private practice of medicine and
gave endless hours in its behalf. He
was in the forefront of battling

beauracracy and any attempt to di-

minish our freedom of practice. For

these efforts we physicians owe him
considerable debt. But the greatest

recipients of his skill were his pa-

tients, and they will feel this loss

just as much as we do.

By Leon I. Block

I knew Len Weyl for 28 years as his student, colleague, friend, and co-

conspirator in the creation and chronicling of the Batarde University

Medical School farce played out each year at The Medical Society of Vir-

ginia’s annual meeting. With all the serious issues felt so deeply by all of

us, Len believed that there was a time for ridicule and humor aimed at

society as a whole and physicians in general. The BUMS alumni gather-

ings filled a need for laughter and relaxation and reflected Len’s joie de
vivre.

Len’s interests, activities, and enthusiasm were endless. He was intelli-

gent and perceptive, two qualities that are not always coexistent. Whatev-
er the problem or whatever the pleasure, Len was not content to stay on
the sidelines and complain or applaud. He entered in with the best he
had to offer.

At Earlham College in Indiana, a scholar-

ship fund for premedical students has been

established in Leonard Weyl’s name. Dr.

Weyl was himself on a scholarship when
he was a premed student at Earlham in the

late thirties. Send your contribution to the

W. Leonard Weyl Scholarship Fund,

Box 3, Development Office,

Earlham College,

Richmond, Indiana 47374.
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A natural leader

By Michael A. Puzak

Leonard Weyl and I worked togeth-

er for many years on various medi-

cal committees at the local, state and

national levels. He was a natural and

uniquely qualified leader. He had

been president of the Northern Vir-

ginia Academy of Surgery, the Ar-

lington County Medical Society,

and, in 1976-1977, The Medical So-

ciety of Virginia. As a member of

the Virginia delegation to the AMA,
he led in shaping Medical Society of

Virginia approaches to the big issues

of the last decade, and he served as

chairman of the AMA’s Southeast

Coalition. He helped build VaM-
PAC and was a member for many
years of the AMPAC board.

The loss of his leadership will be

deeply felt by the many organiza-

tions to which he belonged, but by

none more so than The Medical

Society of Virginia.

Daddy loved being a doctor. I used to ask him what he en-

joyed most in the world and he would smile and say, “Tak-

ing care of people.” In the summer at Nags Head, after be-

ing away from the operating room for a few weeks, he

would get quite excited if someone had a splinter and he

could practice his medical skill by the sea.

It is scarey for my family today. We never really worried

about being sick, with him around. Kitty Weyl

In a word, intense

By Harold L. Williams

If I had to use one word to describe

Leonard, it would be “intense.”

While he could enjoy a good party

as well as anyone, he was never

more than a minute away from dis-

cussing some serious thought in the

back of his mind, be it politics or

medical society business. But one
word could never describe Leonard.

No one worked harder to support

MSV policy and plans than he, nor

more dearly cherished that special

relationship between a doctor and

patient.

Leonard’s opinion was desired be-

cause it flowed from wisdom and

understanding, his commitment was

sought because it was sincere and

Apathy he couldn't stand

He came to his first Editorial Board meeting, offered genial greetings all

around, sat quietly for a space, then, when a topic came up that grabbed

him, he ran on and on and on with it. How Leonard Weyl could talk!

He wrote fluently, too. No sooner had he set up practice in Arlington

in 1953 than he settled in at the Northern Virginia Medical Bulletin, to

serve thereafter as editor, coeditor, pasteup man, and chief writer in resi-

dence.

He wasn’t content just to publish. “What kind of a response did you

get?” he’d call to ask when one of his editorials appeared in VIRGINIA
MEDICAL. In his last, “AIDS: Politics and Pussyfooting,” he plumped for

mandatory testing and hit a jackpot of hot responses pro and con. He
preferred, of course, the letters agreeing with his position, but he took

the negative letters in stride. It was apathy he couldn’t stand. A.G.

not subject to change, and his

friendship was valued because with

it went loyalty.

Calvin Coolidge once wrote,

“Persistence is the only virtue; the

world is full of unrewarded genius.”

I’d like to think that Leonard had an

even share of each. He was certainly

persistent in pursuit of his ideals and

a genius in the persuasion of others

toward those ideals.

Leonard Weyl, gentleman, col-

league, and cofounder of the Ba-

tarde University Medical School

(BUMS), will be greatly missed by
this Society and by his friends.
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for working 60 days. Contact Doctors Housecall Network, 426

Ocean Pines, Berlin MD 21811; (301) 641-2255.

RICHMOND, VA—Seeking residency-trained physicians for

full-time emergency department positions. Two facilities with a

combined patient volume of 50,000 plus. Hourly compensation

plus malpractice insurance provided. Benefit package available

to full-time physicians. For more information contact Emer-

gency Consultants, Inc., 2240 South Airport Road, Room 40,

Traverse City MI 49684; 1-800-253-1795.

HEALTH CARE Personnel Consulting, Inc., a division of The

Health Care Group, specializes in valuation and sales. We have

practices currently available in the following specialty areas:

dental, dermatology, family practice, internal medicine and

ophthalmology . Formore information regarding selling orbuying

a medical practice, contact our brokerage division at Health

Care Personnel Consulting, Inc., Meetinghouse Business Cen-

ter, 140 West Germantown Pike, #200, Plymouth Meeting PA
19462; (215) 828-0919.

LOCUM TENENS—Opportunities available throughout the

country. Work one to 52 weeks while you travel and enjoy an

excellent income. Malpractice insurance, housing and transpor-

tation provided. Contact LOCUM Medical Group, 30100 Cha-

grin Blvd., Cleveland OH; 1-800-752-5515.

EQUIPMENT FOR SALE—One-year-old Kramex mammog-
raphy unit—best offer. DPA for osteoporosis evaluation-LU-

NAR DP3 AT, one-year old. Call (804) 282-1100.

WINTERGREEN RENTAL—Cliffs Condominiums, two bed-

rooms, two baths, overlooking the entire Wintergreen village

near the top of the expert slope. Rates are substantially less than

through Wintergreen’s front desk. Call Thomas Shuttleworth at

(804) 431-3100 or write 2809 S.Lynnhaven Road, Virginia Beach

VA 23452.

WINTERGREEN CONDO-Three bedroom, three baths, fire-

place, mountaintop with great view! Walk to Wintergreen, easy

access to tennis, golf, hiking trails. Year-round availability, two

night minimum. One-third below resort rates. Completely fur-

nished, with microwave, cassette stereo, dishwasher, linens fur-

nished. Call Jay Buston, MD, (804) 266-7613 or (804) 272-7849.

PRACTICE FOR SALE in Maryland. Established quality IM/

FP. Adjacent hospital. Excellent lifestyle in growing community

near Baltimore, Wilmington, Philadelphia. Country setting, good

schools, water, beaches and mountains. Call (301) 398-8032 in

the evening.

FOR PHYSICIANS—$5,000-$60,000 unsecured signature loans

for any need including taxes, debt, investment, etc. No points or

fees. Best rates, level payments. Up to six years to repay. No
prepayment penalties.Deferred principle option. Confidential-

rapid processing. For information and application call toll free

1-800-331-4852; Mediversal, Dept. 114.

SALE/NEW at the Golf Capital of the World. "Hamptons of

Pinehurst" . One floor living with a loft guest room, 2-3 bedroom
units starting at $109,000 in Pinehurst Village, NC. Country

Club memberships available. Invest with your friends! Call me
with your questions!!! 1-800-448-4411.

PHYSICIANS
Ambulatory Care Clinics

John Short & Associates, Inc., an inter-

nationally recognized health care man-
agement and consulting firm, is actively

seeking PHYSICIANS with experience

and credentials in FAMILY MEDICINE/
GENERAL PRACTICE and PRIMARY
CARE SPECIALTIES.

Full or part-time positions are available to

staff existing Primary Care Clinics in

Virginia Beach, VA. Qualifications, ex-

cept for General Practitioners, include

Board Certification or Board Eligibility.

John Short & Associates Inc. offers com-
petitive compensation including paid

malpractice insurance, professional

development funding and incentive pro-

grams. For additional information
please contact: Susan Bray, Recruit-

ing Director, John Short & Associates,

Inc., Box 1305, Columbia, MD 21044.

E/O/E
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MALPRACTICE
INSURANCE

Clements & Company specializes in

protective coverage for Board-certified

physicians in Virginia. As independent

agents and brokers we can compare
policies to offer the best coverage at the

most competitive rates.

Clements & Company represents the

Insurance Corporation of America (ICA)

and the Virginia Joint Underwriting

Association.

For details and information, call

Clements & Company today. Ask for

our Professional Liability Department.

Clements & Company
INSURANCE BROKERS WORLDWIDE

872-0060
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While Medical Society of Virginia

members were bringing the clinical

facts of AIDS to Virginia legislators

(see page 256 of this issue), Fairfax

County high schoolers were being

educated in the facts of AIDS via a

video film created by the Auxiliary

to the Fairfax County Medical Soci-

ety. Mrs. Thomas M. Fulcher, whose

husband is a cardiac surgeon, had

the idea for the video and led the

way to its reality. She did it, she told

a reporter for Facets
,
the publication

of the American Medical Associa-

tion Auxiliary, because she recog-

nized the importance of making

teens emphatically aware that they

are at risk for AIDS. Also, she said,

“I thought about the fact that we in

the medical community have a re-

sponsibility to educate teens, and I

thought about the difficulty physi-

cians would have in finding time to

go to schools to tell them about the

AIDS risk.”

Commercial tapes are available,

but Mrs. Fulcher wanted a locally

produced tape featuring real-life

Fairfax physicians and high school

students. After many months of re-

search and negotiating, she got it.

It’s a 30-minute video titled “AIDS,
the Epidemic,” and it is being shown
not only to high schoolers but to

college students and community
groups throughout Fairfax County.

A local cable station that had pro-

duced a physician talk show was
engaged for camera work and to help

Mrs. Fulcher develop the scenario.

Students at Falls Church High

School agreed to participate as the

medical panel’s audience—and did a

hangup job of framing well-thought-

out, sophisticated questions. The
panel itself was composed of Dr.

Robin I. Goldenberg, infectious dis-

ease specialist; Dr. Vojislava C.

Russo, pediatrician; and Dr. Thomas
N. Wise, psychiatrist. Judith S. Ab-

bett, of the administrative staff of

Fairfax Hospital, moderated the pro-

gram. An AIDS patient was invited

to take part in the filming and want-

ed to do so, but at the last minute his

family vetoed the plan. Joining Mrs.

Fulcher for the excitement of the

filming were Mrs. George C. Bazaco,

president of the Fairfax Auxiliary,

and Mrs. Ira D. Godwin, first first

vice president of the Medical Socie-

ty of Virginia Auxiliary.

The Fairfax County Medical Soci-

ety and the Auxiliary cooperated in

funding the tape to the tune of

$2,000, and society members share

with Auxiliary members the task of

taking the show to the schools, there

to offer additional information and

answer students’ questions.

Two MSV members headed a fe-

male medical team that travelled to

the Central Amazon Valley this

spring to offer plastic surgery to Bra-

zilians who live in that rural area.

They are Dr. Patricia Gomuwka, the

team’s surgeon, and Dr. Lois Saw-

yer, anesthesiologist, both of New-
port News. They were joined by two

RNs, Rose Przybysz and Loretta

Roche. Working with Esperanca,

the nonprofit, nondenominational

foundation that provides medical

services to the 30,000 people of the

valley, Dr. Gomuwka and her co-

horts evaluated/treated difficult cas-

es for which no treatment is locally

available. There is a high incidence

of cleft palate/lip cases in the region.

Named Outstanding Regent of the

Year at the meeting early this year in

New Orleans of the International

College of Surgeons, US section,

was Dr. Alex P. Yadao, physician/

surgeon in Triangle, Northern Vir-

ginia. In 1985 Dr. Yadao was given

the Distinguished Fellow Award of

the American College of Internation-

al Physicians.

Dr. William S. Hotchkiss (left), the Virginian who is President of the American Medical

Association this year, stands beside his portrait after its unveiling at a recent meeting of

the Norfolk Academy of Medicine. With him are Dr. Glenn B. Updike, Jr., President of

The Medical Society of Virginia (center), and Dr. Mark T. Schreiber, President of the

Norfolk Academy. The portrait was hung in the board room of the academy’s

headquarters. Of the four Virginia physicians who have held the AMA presidency, two

came from the Norfolk Academy: Dr. Hotchkiss and Dr. Walter B. Martin, who was

AMA President in 1952. The other three Virginians who have held the top AMA post

are Dr. Beverley R. Wellford, Fredericksburg (1852); Dr. Hunter Holmes McGuire,

Richmond (1893); and Dr. Richard E. Palmer, Arlington (1977).

Photo courtesy the Norfolk Academy of Medicine.
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Because
Disability

Doesn’t Always
Happen To The
Other Guy

/
f Disability caused by illness or injury should

prevent you from practicing your profession,

what would happen to your hard-earned financial

security?

The MSV sponsored Disability Income Plan

protects you by providing these, and other,

outstanding benefits:

• Pays monthly benefits up to $5,000

• Choice of 3 benefit periods and 3 waiting

periods

• Liberal definition of Disability-Your specialty

• Superior rehabilitation benefit

For more information regarding the Medical Society

of Virginia's sponsored Disability Income Plan
,
call

the insurance administrator on 804-282-9600 or

Virginia toll-free 1-800-572-2211.

Administered By:

John P. Pearl & Associates, Ltd.

6620 W. Broad Street., Suite 300

Richmond, VA 23230-1720

Underwritten By:

Ufe Insurance Company of North America
a CIGNA company

Philadelphia. FA

CIGNA



RESERVE NOW
for The Medical Society of Virginia’s

141st Annual Meeting in Williamsburg

November 2-5, 1988

Reservations should be received no later than October 3, 1988. Deposit of $60 per room required.

Make check to Colonial Williamsburg Hotel Properties. Mail to P.O. Box B. Williamsburg VA 23185.

ANNUAL MEETING OF THE MEDICAL SOCIETY OF VIRGINIA, NOVEMBER 2-5, 1988.

Colonial Taverns

Williamsburg Inn

Providence Wings

Williamsburg Lodge

I will arrive in Williamsburg

Name (print or type)

$105 single or double occupancy

$156 single or double occupancy

$133 single or double occupancy

Headquarters for members of House of Delegates

and depart

Address
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Commissioner: 6 ‘More primary care doctors

needed for Virginia’s AIDS patients”

Clearly, the dedication of many Virginia physicians

has contributed to the State Department of Health’s

ability to respond to the AIDS/HIV epidemic. Never-

theless, a serious problem we face is the reluctance of

many primary care physicians to treat patients with

AIDS and HIV infection. I write to seek the assistance

of The Medical Society of Virginia’s membership in

encouraging primary care physicians to get more in-

volved in this field. The paucity of infectious disease

specialists makes their involvement indispensable.

We treat tuberculosis, syphilis, gonorrhea and hepa-

titis B without blinking. All of us know surgeons who
have died infecting themselves from hepatitis B carri-

ers. Yet I know of no surgeon who insists on routine

screening for hepatitis B prior to surgery. Neither do I

know of dentists who want to screen all their patients

for hepatitis B or syphilis, even though dentists have

caught hepatitis B from their patients, became carri-

ers, and were compelled to change their methods of

practice. An unfortunate few have had to give up

clinical practice.

I am concerned that some infectious disease consul-

tants have told me they cannot find a primary care

physician to look after an AIDS patient. This state, in

contradistinction to New York, California and Florida,

is not yet overwhelmed with AIDS cases. As of June 3,

the total number of AIDS patients reported to the

Health Department is 766, of whom 344 are still alive.

Caring for asymptomatic HIV infected patients is

clearly within the domain of primary care. Essentially,

it requires periodic testing to assess levels of immunity

and counseling on how to prevent transmitting the

disease to others. Referral to a specialist may be

required only when the T-helper cell count decreases

below 500. While the care of AIDS patients may be

more of a challenge, there are several guidelines that

physicians can rely on. The AIDS Manualfor Virginia

Physicians, published jointly by The Medical Society

of Virginia and the State Department of Health, is an

example. I am also certain that infectious disease

specialists will be happy to provide consultation when
requested.

The magnitude of the problem is such that we must

attempt to solve it right away. I earnestly hope that no

AIDS patient will be unable to get basic health serv-

ices from a local primary care physician in Virginia.

C. M. G. Buttery, MD, Commissioner
State Department of Health

109 Governor Street

Richmond VA 23219

Remembers the joys of a special

all-physician train to an AMA meeting

Fifty years ago, in June 1938, I took a special all-

physician train to the American Medical Association’s

annual meeting in San Francisco. The train was spon-

sored by the AMA and departed from Union Station in

Chicago with physicians and their wives from all over

the country. We stopped for our meals at the famous

Fred Harvey restaurants along the route.

Our first sightseeing stop was at Lamy, New Mexi-

co, where we visited the Pueblo Indian district. We
continued on to the Grand Canyon, where we saw the

sunrise, had breakfast, and took buses around the rim

of the canyon. We were scheduled to depart at 4 pm,

but some of the doctors wanted to see the sun set over

the canyon, so the conductor called headquarters in

Santa Fe for permission for us to do that. After supper

we reboarded the train and woke up the next morning

in Los Angeles.

We spent three days in the Los Angeles area. The

sightseeing trips included a tour of Hollywood, by

steamship to Avalon on Catalina Island, and by bus to

Pasadena to see the Huntington Gardens and the

Pasadena Art Gallery, where we saw Gainsborough’s

famous “Blue Boy” and Sir Thomas Lawrence’s

charming “Pinkie.” On the 13th of June we were in

San Francisco for the opening of the AMA meeting.

The meeting was exceedingly well planned, but the

most interesting part to me was the section on my own
specialty, ophthalmology, especially one paper by Dr.

Otto Barkan of San Francisco. His subject was “Glau-

coma: Investigations, Anatomical Classification, and

Recently Developed Surgical Procedures.” After he

presented his paper I talked to him, and he gave me the

incentive to carry on my 50 years of research in

buphthalmia (congenital glaucoma). His was the first

practical operation to open the anterior chamber to

allow the escape of intraocular anterior chamber flu-

ids, thereby improving intraocular pressure and help-

ing to maintain vision.

At the end of the meeting we reboarded our train

and headed northward on Union Pacific Railroad

tracks, stopping now and then at falls and other points

of interest along the Columbia River. We traveled
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through Portland, Oregon, where we saw the great

mills and the log booms in the Willamette River, and

went on to Seattle, where we boarded a steamer for

Vancouver Island in Puget Sound. There we spent a

lovely interval in the magnificent Butchard Gardens. I

particularly remember the roses.

From Seattle our train took us to British Columbia,

where we spent the night in the Vancouver Hotel, and

the next morning we boarded open cars of the Canadi-

an Transcontinental Railroad going through the Cana-

dian Rockies. We stopped at the Great Divide, where

we saw the two streams, one going west and one going

east. Equally unforgettable were the two rivers at

Banff, one muddy and one clear, that flowed side by

side for a mile and a half before intermingling.We went

on to Lake Louise, where there was six feet of snow

behind the hotel and poppies blooming in the front.

By the time we returned to Chicago, we had made

many friendships.

I would be interested in a similar trip to one of the

current AMA meetings and have communicated such a

proposal to Amtrak and to the AMA’s Historical

Travel Division, but it seems we need the AMA to

organize it for us.

L. Benjamin Sheppard, MD
5210 Riverside Drive

Richmond VA 23225

Cites smokey ER incident

to plea for smoke-free hospitals

I hope the medical profession will be induced to take a

strong stand to promote smoke-free hospitals. Surely

there can hardly be a medical professional who does

not recognize that condoning smoking in a medical

facility is in direct opposition to the physician’s first

injunction to do no harm. A recent emergency room
incident points up the necessity for firm restriction of

smoking in hospitals, with strict enforcement of poli-

cies.

I am acutely allergic to smoke and when I took my
husband to a local hospital for treatment of a hand

mangled and broken when he went to the aid of our

fatally injured pet, we were told there was no non-

smoking waiting area in the entire hospital. I explained

that my husband needed to sit, since he had already

fallen unconscious once since the initial trauma and

could not be left alone, and I needed a smoke-free area

because of acute allergy. We then asked the ER clerk

for two chairs so we could sit near the entryway where

the air was fresher. We couldn’t sit in the hall near the

intake area due to personnel smoking on duty. The
clerk responded by telling us to go stand outside. In

desparation we pulled two vacant chairs from the

intake area over to the entryway and sat there. The
clerk called an aide to “remove those people from

those chairs’’ when we did not obey her order to get up

How to Report

AIDS and

HIV Infection

in Virginia

Who should report? Every Virginia phy-

sician is required by law to report any case

or suspected case ofAIDS under his or her

care. HIV infection is reportable by law in

Virginia when the physician needs the local

health department's support inpatientcoun-

seling and epidemiologic tracking. Reports

are kept confidential, as the law specifies.

What should be reported? The presence

of a reliably diagnosed disease at least

moderately indicative of an underlying

cellular immune deficiency, with no other

known underlying cause of cellular im-

mune deficiency nor any other cause of

reduced resistance associated with that

disease, should be reported as AIDS.

Only patients who have positive blood

tests for HIV antibodies as demonstrated

by at least two enzyme-linked immuno-

sorbent assays (done in duplicate at the

same time or singly at different times) and

another testing procedure, such as the

Western blot, should be reported as having

HIV infection.

When should I report? As soon as pos-

sible after you first provide care for the

patient.

Where should I report? To the local

health department serving the jurisdiction

in which your practice is located.

Prepared for VIRGINIA MEDICAL by the

Virginia Department of Health
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and go outside. We explained our needs to the aide,

and he too told us to go outside, adding that if we did

not move they would call police. We were incredu-

lous! Fortunately, the ER physician in charge came by

before the police arrived, confirmed that I am allergic

and allowed us to remain inside.

We were shocked that there was not one smoke-free

waiting area in the entire five floors of this hospital.

We had no place else to go to receive treatment, and

hospital personnel were suggesting that the nonsmok-

ing waiting area in this facility is outside!?

This situation is the outrageous result of an adminis-

trative policy which ignores the needs of the majority

of citizens who have chosen not to smoke. It is

particularly unconscionable to discrimate thus against

those with heart, lung, or allergic disabilities who face

immediate physical distress when faced with smoke in

an emergency room where they come for aid and

treatment.

I do hope that Virginia physicians and hospital

administrators will recognize their duty to take steps

to provide a safe and healthy environment within

medical facilities in the near future.

Dorothy H. Jones

806 Kent Road
Waynesboro VA 22980
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NEW LAW PROMOTES PHYSICIAN/PUBLIC SAFETY

Virginia physicians need hesitate no more about
reporting patients who cannot operate a motor
vehicle safely but persist in doing so despite
their doctors* warnings. A new state law effective
this month encourages physician reporting,
and thus markedly enhances the driving public’s
safety. -Dr. Howard M. McCue, Jr., leads the
editorial section of this issue with an explanation
of the law.

Also in the editorial section you will
find not one but two contributions from Dr. Henry
S. Campell. Topping ten prolific years on the
Editorial Board, the Martinsville opthalmologist
got off to a very fast start in the first four
months of 1988 by sending in seven editorials. In
May, when his wife Romaine was hospitalized
for a severe illness that resisted diagnosis,
he set up his computer at her bedside and reeled
off nine more. Not long after that he was at
Bowman Gray again, this time with his mother,
who was in for a pacemaker implant and had
problems; out of this vigil came six more
editorials. This astonishing output of 22 pieces
betrays none of the anxiety under which it
was written. ("Without writing as an outlet
these last few months," he says, "I'd be bonkers
for sure.") It is classic Henry Campell,
philosophizing with wit and perception on the
human condition. For a sampling, turn to
pages 345-6.

VIRGINIA SECTION ACOG FIELDS AN AWARD

Virginia fellows of the American College of
Obstetrics and Gynecology took the spotlight
at the College's recent annual meeting in Boston
when they were announced as winners of the
Wyeth Section Award, an honor given to recognize
exceptional activities by an ACOG section. The
award paid tribute to the role played by the
Virginia Section in the passage in 1987 of
Virginia's Birth-Related Neurological Injury
Compensation Act. Dr. David W. Branch, Roanoke,
president of the Virginia Section, received
the commemorative plaque from ACOG president George
W. Morley. On hand to relish the praise was
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Dr. Edward E. Gahres, Alexandria, who with
Dr. L. Daniel Crooks, Jr., Richmond, spearheaded
the Section’s work on behalf of the bill.

NOTES FROM COUNCIL MEETING

MSV councilors, at their April meeting in Richmond,
listened to Dr. John A. Owen, Jr., chairman
of the Aging Committee, review the joint resolution
passed by the 1988 General Assembly expressing
appreciation to physicians who accept Medicare
assignment and urging other physicians to do
so, then heard him move that Council encourage
component societies to establish voluntary
assignment programs. The motion was carried
unanimously, and all component society presidents
were duly notified by Executive Vice President
Jim Moore, who sent along for their study drafts
of the voluntary assignment programs developed
by the Albemarle County Medical Society and
the Norfolk Academy of Medicine. Del. Mary
A. Marshall (D-Arlington) was HJR 49’ s chief
patron .. .From the MSVRO's executive director,
Terry Dwyer, came the announcement that the
peer review organization’s contract with the
HCFA has been extended to 1990 and that obstetric
and pediatric review has been added to its
Champus contract ... In process of development
by an ad hoc committee, reported Dr. Kenneth
Tuck, State Legislative Committee chairman,
is a statewide grass-roots organization. Working
out the details are representatives from Dr. Tuck’s
committee, VaMPAC, the MSV Professional Liability
Committee, and the State Board of Medicine. . .Dr. Ira
J. Green, chairman, revealed that the Federal
Legislative Activities Committee is surveying
the component medical societies to determine
the degree of interest in connecting with AMA
NET, the computer network through which the
AMA provides news bulletins from Washington
and other information and services ... Continuing
the Council’s discussion earlier in the year
of Blue Cross and Blue Shield of Virginia’s
new claim form/billing system, MSV President
Glenn B. Updike, Jr., submitted a plan of action
from the Executive Committee asking the Society
to 1) retain a data processing consultant familiar
with electronic billing; 2) encourage the
development of a claims processing alternative
to the carrier’s subsidiary. Health Communication
Services; and 3) urge the American Medical
Association to work for a universal claim form. The
Council approved. —A.G.
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We are announcing opportunities for

you to serve your country as an Air Force

Reserve physician/officer You can make
new professional associations, obtain

CME credit and help support the Air

Force mission. For those who qualify,

retirement credit can be obtained

as well as low cost life insurance.

One weekend a month plus two
weeks a year or less can bring

you pride and satisfaction in

serving your country.
v\

v \

Call Collect (804) 764-6480
MSGT Johnson
Or Fill Out Coupon and Mail Today!

Name

Address

City

Phone _

Medical Specialty

To: Air Force Reserve Recruiting Office

1 CSG/DPRSH
Langley AFB, VA 23665-5009

State Zip

Prior Service? Yes _

Date of Birth

.

No

AIR FORCE RESERVE 14 -814-034

A GREAT WAY TO SERVE
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T here has been a great increase in

sports participation, on both the

competitive level and the general

level of physical fitness for all ages, and

a corresponding increase in public

awareness of sports-related injuries.

Twenty years ago there were few text-

books and relatively little literature on

sports injuries. Today there are numer-

ous volumes and journals offering infor-

mation on sports injuries.

Improved treatment techniques have

raised the level of sophistication of those

who administer sports medicine pro-

grams. As a result, the medical and mor-

al obligations of these administrators

have increased, and there is also now a

consideration of greater practical impor-

tance, namely, the legal obligation.

The expansion of knowledge, experi-

ence and technology in the sports medi-

cine field makes it imperative that physi-

cians caring for atheletes be aware not

only of current medical developments

but also of trends on the part of trainers,

coaches, equipment managers, and ad-

ministrators involved in athletic pro-

grams.

Athletes are basically healthy individ-

uals who, when injured, are highly moti-

vated to return to competition quickly. It

is our responsbility to care for their

medical problems appropriately while

also facilitating that return. This must

always be tempered, however, by the

awareness that premature return to ac-

tivity may result in reinjury or even

permanent athletic disability.

Frank C. McCue III, MD

Dr. McCue is the Alfred R. Shands profes-

sor of orthopedic surgery and plastic surgery

of the hand at the University School of Medi-

cine; director of the University’s Division of

Sports Medicine and Hand Surgery; and team

physician for the University’s Department of

Athletics.
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Throwing Injuries

of the Shoulder

Anthony D. Cicoria, MD, and Frank C. McCue III, MD,
Charlottesville, Virginia

Any of the five phases of throwing may generate injuries, but in each the kind,

degree and frequency of injury differs. Few injuries occur in the initial, stance/

windup phase, but in the second, cocking phase athletes are prone to muscular
microtears and the “dead arm” syndrome. The rotator cuff is commonly injured

during the third, acceleration phase of throwing, and deceleration, the fourth and
most violent phase, gives rise to labral tears and posterior shoulder instability.

Follow through, the fifth phase, is the setting for inflammatory changes and spur
formation. The authors discuss current treatment techniques and an injury

prevention program.

T he shoulder is the source of many injuries in

casual and competitive athletes. The stresses

and strains involved in their particular sport can result

in physical disability and loss of playing time, as well

as mental anguish and economic loss. The throwing

motion is common to most sports. Baseball is the

major throwing sport and therefore will be used to

evaluate the mechanisms of shoulder injuries. Obvi-

ously, other sports will show similar findings to a

variable degree, depending on the stresses involved.

The majority of shoulder injuries involve the soft-

tissue structures, the basic source of power being the

musculotendonous unit. Most frequently, the elastic

From the Department of Orthopedics, Division of Hand
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tissues of the musculotendonous unit, ligaments, and

joints are injured when the unit is overstretched at a

point beyond its maximum length. Similarly, injury to

muscle fibers occurs at the mid-point of contraction.

Injuries may have an acute, subacute or chronic

course, depending on the extent of soft tissue involve-

ment. The extent of an injury will be modified by

myostatic contractures of the joints and muscles, age

and maturity of the patient, weight and type of object

being propelled, nature of the propulsion, presence of

specific muscle weakness, fatigue, incoordination of

motion, and the athlete’s conditioning. The type and

force of delivery will also modify the extent of injury,

as will variations or peculiarities of stance, throwing

under adverse weather conditions, amount of chronic

degenerative changes, presence of previous injury

with scar formation, presence of other physical dis-

abilities or illnesses, and presence/absence of precom-

petitive warmup.
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The act of throwing is a complex motion which

involves the entire body to varying degrees, depending

on whether you are tossing a ball in the air while

serving tennis or throwing the hammer or shotput.

Essentially, the arm is used as a sort of whip where the

shoulder acts as the base (handle), the arm as the lash,

and the hand containing the ball, racket or other object

as the weighted tip. At several points in the “whip,”

articulations exist which must transfer momentum and

energy smoothly and efficiently to the more distal part.

A loss of transfer results in an ineffectual delivery.

Injuries may be encountered at any stage of the

complex motion when the musculotendonous unit or

bone goes beyond its limit of proportionality or yield

point, as well as in the ipsi- and contra-lateral leg

motions needed for delivery and stress transfer.

Five Phases of Throwing

There are essentially five steps, or phases, in the act

of throwing. The objective is to develop as much force

and power as possible for maximum delivery. If incor-

rect techniques are used during these phases, repeti-

tive and abnormal stresses will result in injury.

1. Initial Stance/Windup

Few injuries occur in this phase. However, this

phase is extremely important as correct alignment is

necessary to allow maximum thrust development and

to maintain balance as the throw progresses.

2. Cocking

In the cocking phase, the anterior structures (cap-

sule, anterior deltoid, pectoralis major, latissimus

dorsi, teres major, subscapularis, long head of biceps)

responsible for internal rotation and acceleration are

under maximal tensile stress and strain in preparation

for the acceleration phase. The shoulder is at the limit

of external rotation, abduction, and extension (hyper-

abducted). The contralateral leg is being kicked for-

ward and planted directly in front of the body, which

causes the pelvis to rotate internally and the chest to

thrust forward. The rotating pelvis builds a large

moment of rotation which is transferred to the hyper-

abducted shoulder. Microtears develop at tendonous

insertions from overstretch. These usually respond to

rest and conservative treatment.

Anterior subluxation of the shoulder and the “dead

arm” syndrome 1 occur in the cocking phase when the

arm is fully abducted, externally rotated and extended.

The athlete feels a sudden paralyzing pain in the

shoulder stopping forward motion in the throw. Some
patients may actually feel subluxation, while others

may experience only pain. Radiographically, flattening

of the glenoid rim, spur formation and Hill-Sach’s

lesions frequently are present. Less than 20% of

patients will respond to resistive exercises alone.

Avulsion of the anterior labrum and capsule (Bankart

lesion) is present in the majority of anterior subluxa-

tors. About 60-70% of athletes with surgical repairs

will return to function.3.

Acceleration

The energy developed by the body moving forward

is transferred to the throwing arm in the acceleration

phase. As the humerus is accelerated, further external

forward rotation of the forearm and hand occurs. This

motion is enhanced by contraction of the internal

rotators. These movements are accompanied by ad-

duction of the shoulder and extension of the elbow.

A number of specific injuries occur at this phase in

the throw. The pectoralis major insertion on the poste-

rior bicipital groove and the subscapularis insertion on

the lesser tuberosity are contracting maximally against

a condition of maximal tension load. This can lead to

tears of the insertions and localized pain. The latissi-

mus dorsi and pectoralis major are most prone to

complete tears under these conditions. The latissimus

dorsi is also susceptible to internal rotation myostatic

contractures.

The long head of the biceps is a relatively common
cause of anterior shoulder pain during the acceleration

phase. The tendon tends to ride over the less promi-

nent lesser tuberosity during external rotation and

abduction. Medial subluxation may occur because of

the bicipital-glenoid angle. The occurrence is more
commonly seen in football passers and underhand

softball throwers, where the arm undergoes forced

supination and forearm flexion. Tendonitis may devel-

op in a bicipital groove with a tight roof and a deep

sharp walled canal. An oblique shallow wall with a lax

tranverse humeral ligament will also allow subluxation

in the bicipital groove. Proximal rupture of the long

head may occur in middle-aged athletes.

The rotator cuff and its environs are most commonly
injured during the acceleration phase of throwing.

These structures include the supraspinatus, infraspina-

tus, teres minor, subcapularis, long head of the biceps,

acromion, coraco-acromial ligament and acromio-cla-

vicular joint. The acromion, coraco-acromial ligament

and coracoid form an arch under which the humeral

head and the rotator cuff glide. Complete acute tears of

the rotator cuff, extremely rare in young athletes, are

diagnosed by loss of cuff function and by arthro-

graphy. Small tears and partial tears are more com-

mon, but are more difficult to diagnose accurately.

Shoulder arthroscopy and the magnetic resonance

imaging (MRI) are proving to be more effective in

diagnoses and subsequent treatment. Complete rotator

cuff tears in young athletes should be repaired without

delay. Many partial tears and small rotator cuff tears

may heal with conservative treatment.

Impingement of the supraspinatus tendon, biceps

tendon or greater tuberosity of the humerus against the

coraco-acrominal arch may produce a painful arc

syndrome and subacromial-subdeltoid bursitis. The
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risk of impingement is increased by a greater volume

of structures passing beneath the arch and a reduced

space available for cuff material. Repeated micro-

trauma leads to inflammation, which in turn leads to an

increased volume of the musculotendonous units and

further damage, as described by Neer2 and by All-

man. 1 Conservative treatment is recommended for all

stages of impingement, regardless of age, sex, sport,

profession or avocation. Conservative treatment con-

sists of analgesics/antiinflammatories, avoidance of

painful activity, ice after workout, specific strengthen-

ing and stretching, and frequent to daily reevaluations.

Dropping to a sidearm or three-fourth delivery may
improve symptoms and function. Steroids cause colla-

gen necrosis and diminished tensile strength and

should be avoided except for bursal injection to de-

crease inflammation. The 10% of athletes who do not

respond to conservative treatment may require surgi-

cal decompression by anterior acromioplasty, resec-

tion of the coraco-acromial ligament and even distal

clavicle resection. In young athletes, particularly

swimmers, excision of the coraco-acromial ligament

alone may relieve symptoms. 3

The acromio-clavicular joint may also cause im-

pingement in the throwing motion. If significant degen-

erative changes are present, excision of the distal

clavicle is often helpful. However, such an excision

removes the boney stability of the entire shoulder

girdle. The clavicle is a dynamic structure that rotates

50 degrees in the 180 degrees of abduction which

occurs in the throwing motion.
1 Shortening the clavi-

cle allows the scapula to rotate internally on the

thorax. The scapula may become fixed in this position

by scar tissue, altering the function of the humeral

rotators.

4. Release and Deceleration

About halfway through the acceleration phase, de-

celeration of the humerus begins with contraction of

the rotator cuff muscles (supraspinatus, infraspinatus,

teres minor). Momentum is then transferred to internal

rotation of the forearm. Deceleration is the most

violent phase of the throwing act; forces developed are

generally twice as great as in the acceleration phase

and act to prevent gleno-humeral dislocation. During

the deceleration phase, there is also a rapid decelera-

tion of the elbow via the biceps, brachialis, and

brachioradialis. The biceps is the only muscle of these

which crosses both the elbow and the shoulder, attach-

ing to the antero-superior labrum. This may be the site

for initiation of labral tears. Arthroscopic debridement

of labral tears has proven to be useful; however, the

longterm results of this treatment are not yet known.
Posterior shoulder instability occurs in the decelera-

tion phase, when the humeral head is against the

posterior capsule and cuff tendons. Posterior subluxa-

tion is associated with throwing discomfort and sore-

ness. Some athletes may detect the abnormal humeral

head motion. Cineradiographic examination in the

abducted and forward flexed position will show poste-

rior subluxation. Most posterior instability in adoles-

cents is a developmental laxity and responds to

strengthening exercises. Older teenagers and adults

may progress to chronic instability and recurrent pain

with activity. Posterior surgical reconstruction is

needed only in about 20% of patients with recurrent

posterior subluxation. Unfortunately, the ability to

throw competitively is usually lost after surgical re-

construction.

5. Follow Through

The follow through phase reduces the distractive

forces on the shoulder and rotator cuff muscles via

energy and momentum transfer as the body moves
forward onto the planted opposite leg. Follow through

puts repeated stretch on the posterior structures (pos-

terior capsule, long head of the triceps, teres minor).

Inflammatory changes occur at the cuff attachment,

insertion of the long head of the triceps on the posteri-

or-inferior glenoid, and along the extent of the teres

minor. Pain may radiate along the axillary border of

the scapula. Local tendinous ossification may also

develop, progressing to spur formation which can

subsequently cause impingement and possible spur

fracture with extrusion into the gleno-humeral joint.

The gleno-humeral joint serves as the pivot base of

the whip-like throwing motion and is subject to other

injuries not previously mentioned. In veteran throwers

the glenoid may show spurring and degenerative

changes or even microfractures of the articular surface

leading to osteochondral fragments. The humeral head

may also show traumatic osteoarthritic changes, seen

as a groove more inferior than those seen in the Hill-

Sach’s lesion.

Heavy throwing sports (shot, discus, hammer),

which use a large projectile and high momentum of

follow through, put additional traction stresses on the

posterior structures, especially the inter-scapular

group and scapular stabilizers. Medial scapular ten-

donitis may progress to spur formation along the

medial border of the scapula.

Other Sources of Injury

Not all injuries of the shoulder are confined to the

stresses and strains of the throw.

Suprascapular nerve entrapment occurs infrequent-

ly. Patients will experience local discomfort. Atrophy

of the supraspinatus and infraspinatus occurs in long-

standing cases. Surgical decompression may be neces-

sary.

The quadrilateral space syndrome4
is caused by

compression of the posterior humeral circumflex ar-

tery and axillary nerve in the quadrilateral space.

Patients will have poorly localized pain anteriorly in

the shoulder, as well as paresthesias in a nondermato-
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mal pattern in the arm, forearm and hand. Symptoms
are exacerbated by forward flexion and/or abduction

in the externally rotated humerus. Discrete point ten-

derness often is found in the quadrilateral space.

Frequently this is a diagnosis of exclusion in patients

who have had negative arthrography and ineffective

conservative treatment. These patients should have a

subclavian arteriogram to document occlusion of the

posterior-humeral circumflex artery in the abducted

and external rotated position. Surgical decompression

may be considered.

Myositis ossificans and contractures of the latissi-

mus dorsi limiting external rotation may also lead to

posterior shoulder pain.

Neurovascular Problems

Arterial occlusion can occur in the second part of

the axillary artery which lies deep to the pectoralis

minor when the arm is brought into the hyperabducted

position during the wind-up and cocking phase. When
this occurs, each pitch transiently occludes the artery

with sufficient trauma to produce intimal damage and

subsequent thrombosis. These athletes will experience

rapid fatigue and poor ball control, local tenderness,

absent pulses, cyanosis, and diminished skin tempera-

ture. Sympathectomy has been temporarily successful

in certain individuals; however, the treatment is pri-

marily vascular in nature.

Subclavian venous thrombosis or effort thrombosis

can develop in throwers as the subclavian vein is

mechanically obstructed at the thoracic inlet. This

syndrome presents with the acute onset of diffuse

swelling of the extremity, cyanosis and dilatation of

the superficial veins as blood is shunted superficially

around the obstruction. The mechanical source of

compression is most commonly between the clavicle

and the first rib. Other factors involved may include a

fibrotic anterior scalene, abnormal fibrous bands, a

rigid costo-clavicular ligament or an extremely tight

pectoralis minor.

Peripheral neuropathies with or without involve-

ment of the brachial plexus or cervical roots generally

are neuropraxic in nature and respond to conservative

treatment.

Thoracic outlet syndrome is an uncommon problem

that may be diagnosed with Doppler studies and

arteriography in the neutral and Adson position. Con-

servative treatment and change of delivery are prefera-

ble to extensive surgical decompression.

Fractures

Most fractures about the shoulder occur from direct

trauma during contact sports, such as in rib fractures

or traumatic avulsion fractures produced from shoul-

der dislocations. Rib fractures are most often treated

conservatively, unless a flail segment of multiple ribs

is encountered. Avulsion fractures of shoulder disloca-

tions most frequently involve the greater tuberosity

and are accompanied by a tear in the rotator cuff.

Displacement of the fragment requires open reduction,

internal fixation and repair of the rotator cuff, and

acromioplasty. Shoulder dislocation may also result in

compression fractures of the humeral head, known as

Hill-Sach’s lesions, or in posterior glenoid compres-

sion fractures.

There have been reported cases of spiral humerus

fractures resulting from the torque forces involved in

throwing. Fractures of this nature usually occur in a

fatigued extremity when the musculotendonous unit is

no longer capable of shielding the bone from the

internal forces generated.

Stress fractures may occur at epiphyseal lines and

also in the ribs. The contralateral first rib in the

subclavian groove and the lower three floating ribs

fracture from sudden violent contractions of the exter-

nal oblique, latissimus dorsi, serratus posterior, and

inferior and internal obliques attaching to the tips of

ribs 10, 11, and 12.

Prevention

The upper extremity plays a critical role in most

sports. However, most shoulder injuries can be pre-

vented by counteracting the repetitive stresses and

strains.
1

Prevention should include the following: a

year-round training program to increase the athlete’s

effectiveness and prevent recurrence of preexisting

problems; early-season conditioning and light prac-

tice; a thorough pregame warmup; and finally, post-

game care aimed at decreasing edema and resting the

extremity for gradual return to competition.
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I

Injuries of the Hand
in Athletes

Michael R. Redler, MD, and Frank C. McCue III, MD,
Charlottesville, Virginia

Athletic injuries to the hand can involve the phalangies, interphalangeal joints,

metacarpals, thumb, tendons and nerves. Conservative treatment is preferable,

but surgery may be indicated for acute intervention or reconstruction. A good
understanding of the hand’s anatomy, the role played by the hand in the patient’s

sport, and the position the patient plays—all are influential in the decision to

return the injured athlete to competition.

I
njuries to the hand are among the most common
an athlete encounters. There is a tendency to

minimize the severity and importance of these injuries

as the hand does not bear weight, and often a disability

of the hand does not totally disable the athlete. Even
minor injuries of the hand must be carefully evaluated

by the physician. The key to proper care is early

accurate diagnosis, precise and proper treatment, and

an appropriate rehabilitation program. Restoration of

optimal function will have an important impact on the

athlete’s selection of an occupation as well as in

athletic competition.

Athletic injuries to the hand can include: injuries to

the phalangies, the interphalangeal joints, the metacar-

pals, the thumb, the tendons and nerve compression.

Each region requires a comprehensive understanding
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of the anatomy and the implications associated with

treatment options. Conservative treatment is prefera-

ble for the majority of hand injuries. In a small

percentage of patients, surgical treatment may be

needed in the form of acute intervention or reconstruc-

tive procedures for neglected or improperly treated

previous injuries.

Distal Phalanx

Fractures of the distal phalanx are most commonly
caused by direct crushing injuries and are usually

nondisplaced. When displacement does occur, it is due

to the initial trauma as there are no potentially deform-

ing musculotendinous forces that cross the fracture

site. Surrounding the fractured distal phalanx is the

nail bed, which sits dorsal to the bone, and the

fingertip pulp, which is volar.

A splint and compressive dressing will provide

adequate treatment for nondisplaced fractures. Often

much of the pain can be due to a subungual hematoma.

The hematoma should be drained, but it is imperative

that it be done in a sterile manner as opposed to using a

paper clip tip held under the flame of a lighter. The
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consequences of nonsterile techniques could be con-

tamination and possible infection.

If the distal phalanx is displaced, disruption of the

nail and nail bed matrix commonly will occur. In this

circumstance, the nail bed matrix must be reduced and

repaired in an anatomic fashion. Failure to do so will

result in a high probability of a future nail deformity.

Repair is usually done under loop magnification with a

6-0 absorbable suture. If the nail is still viable, it can

be used to provide an anatomic splint. One should not

hesitate, however, to remove the nail to allow for an

accurate repair of the nail bed.

Distal interphalangeal joint dislocations are not un-

common. Dislocations usually occur dorsally and are

frequently open. Usually they are easily reduced with

traction and manipulation. The open wound must be

thoroughly irrigated and debrided, then closed to help

prevent subsequent infection. A short course of antibi-

otics for prophylaxis is also appropriate.

Frequently, reduction of the injury will be done by

the player or a teammate before a trainer or the team

physician ever has the chance to see the injury. In this

situation, the finger must be evaluated for possible

signs of infection. In addition, the finger must be

carefully examined to rule out associated collateral

ligament injury or interposition of the volar plate

within the joint articulation.

Avulsion of the flexor digitorum profundus (FDP)

tendon from the distal phalanx will give the character-

istic jersey finger deformity. This is an injury that is

often misdiagnosed or completely missed. It can occur

in any finger but is most often seen in the ring finger.

The characteristic history given for this injury is that

the patient grabbed for an opponent’s jersey. The

patient feels a sudden pain as his distal phalanx is

forcibly extended while he is actively flexing the distal

interphalangeal joint (DIP). This causes the FDP to

avulse from its insertion on the distal phalanx. There is

often no obvious deformity, and the athlete and coach

may dismiss the lack of active flexion of the DIP joint

as secondary to soft tissue swelling and tenderness.

The degree of soft tissue injury is variable. The

hallmark finding is lack of isolated DIP flexion. Asso-

ciated findings are weakness of the grip of the hand

and limited proximal interphalangeal (PIP) joint mo-
tion. Occasionally a tender mass may be palpable in

the palm or the proximal aspect of the finger where the

avulsed tendon has retracted. X rays may show avul-

sion of a small bony fragment.

Treatment for a jersey finger is based on the level to

which the FDP has retracted and the time interval

between injury and ultimate diagnosis. The tendon can

remain in the area of the DIP joint, retract back to the

level of the flexor digitorum sublimis (FDS) hiatus or

retract all the way into the palm of the hand. When the

tendon remains in the area of the DIP joint, it is usually

because a large fragment of bone has avulsed from the

distal phalanx along with the tendon. In this case,

reduction and internal fixation of the fragment of bone
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will restore the FDP position along with the volar

plate. If the injury has been neglected for a period of

time or if the tendon has retracted into the palm, a

reconstructive procedure including a free tendon graft

may be considered. Fusion of the DIP joint is also a

treatment option. Fusion will allow for a pain-free DIP
joint and probably will not interfere with most athletic

endeavors.

Middle Phalanx

Fractures of the middle phalanx most commonly
occur through the hard cortical bone found in the

narrow midshaft region. These fractures tend to be

oblique or transverse in nature and are slow to heal.

Displacement of the fractures characteristically occurs

on an anatomical basis. Fractures must be immobi-

lized in a gutter splint for three weeks, after which

early controlled exercise is initiated. For athletic com-
petition, protection should be provided until motion is

complete and pain free.

In unstable fractures percutaneous Kirschner wire

fixation is used. More infrequently, open reduction

and internal fixation with mini plates and screws can

be used when satisfactory reduction cannot be accom-

plished by closed means. However, removal of these

plates requires an additional surgical procedure and

further loss of playing time. The fracture is still

protected in the previously mentioned manner.

DIP Joint

In addition to the previously mentioned jersey fin-

ger, the extensor mechanism of the DIP joint can also

be injured. The most common rupture of the extensor

tendon is at the insertion of the conjoint tendon at the

base of the distal phalanx; the mallet finger deformity.

This is a flexion deformity of the distal joint often

associated with a hyperextension of the middle joint.

The FDP is acting without an antagonist at the distal

joint and therefore exacerbates the flexion deformity

(Fig. 1).

This is one of the most common hand injuries

sustained by athletes. Occurrence is especially com-

mon in the football receiver, the baseball catcher or

fielder, and the basketball player. The injury may take

on several distinct patterns, including attenuation of

the fibers of the extensor mechanism or rupture of the

extensor tendon with or without a bony fragment.

In any type of mallet finger deformity, the PIP joint

must be carefully examined both clinically and radio-

graphically. An injury to this joint is frequently seen

with a mallet finger and if unrecognized can cause

serious residual deformity. A mallet finger can usually

be treated by splinting the DIP joint in extension or

slight hyperextension (Fig. 2) The splint should be

worn continuously for 6-8 weeks and then for an

additional 6-8 weeks while engaging in athletic activi-

ties.

It is important that the patient be told not to let the



Fig. 1, above. Mallet finger deformity demonstrating characteristic

flexion deformity of DIP joint.

Fig. 2, right. Mallet finger dorsal splinted in full extension with range of

motion allowed at PIP and MCP joints.

finger drop down into any flexion while the splint is

being changed. The splint may be placed on either the

volar or dorsal surface. The dorsal surface is probably

more desirable as this will allow more fingertip pulp

sensitivity. This can be especially important in ball

handlers or receivers. All patients must be seen on a

regular basis to check the dorsal skin condition. If the

injury involves a fracture fragment with significant

involvement of the articular surface, open reduction

and internal fixation of the fragment may be neces-

sary.

PIP Joint

The PIP joint is extremely vulnerable to injury.

Fixed deformity to the joint in either flexion or exten-

sion is extremely disabling. The poorly supervised

athlete is very likely to minimize an injury to the PIP

joint and return to competition without proper treat-

ment.

Articular fractures are common about the area of the

PIP joint. Fractures can include one or both condyles

of the proximal phalanx, fractures of the base of the

middle phalanx or comminuted fractures involving

both articular surfaces. Small chip or avulsion frac-

tures with little or no ligamentous instability can be

treated conservatively. The digit can be splinted with a

volar or dorsal splint in 30 degrees of flexion for three

weeks. Early protected motion is encouraged and the

athlete may need to wear the splint in a protective

fashion for another 4-6 weeks while engaging in sports.

It is important that complete pain-free motion be

present before the athlete is allowed to go unprotect-

ed. Rehabilitative efforts should be directed towards

this goal.

Indications for open reduction and internal fixation

include articular fractures that are displaced or involve

more than one fourth of the articular surface, and

displaced volar lip fractures, which may lead to dorsal

subluxation. An accurate restoration of the articular

surface is imperative for maximum return of function.

Failure to do so may lead to the need for secondary

reconstructive procedures and less than desirable re-

sults.

Fracture dislocations of the PIP joint also occur. A
dorsal dislocation of the middle phalanx with a volar

lip fracture is most common. Stiffness, pain and im-

paired function are often seen as sequela. The volar

fracture fragment can vary widely in size and commin-

ution. When the stability is not impaired and the

fracture is not displaced, the finger may be splinted in

flexion with an extension blocked at 25 degrees. Early

controlled flexion exercises are allowed. When open

reduction is needed, exercises may be started in three

weeks and the finger is splinted for an additional 4-6

weeks.

Hyperextension of the PIP joint is the most common
mechanism of dislocation. The volar plate is most

often ruptured but the collateral ligament system is

usually intact and therefore reduction is quite stable

when a fracture is not involved. Dislocations without

associated fractures should be immobilized for three

weeks in 30 degrees of flexion followed by an active

exercise program. Adequate protection should be pro-

vided during competition. Buddy taping is not ade-

quate protection for swollen, painful digits.

In a lateral dislocation or one with a rotatory compo-

nent, the collateral ligaments and volar plate are often

torn. If the tears are only partial, nonoperative treat-

ment is indicated. Complete tears of the collateral

ligaments often require operative treatment. Open
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fracture dislocations, where the joint has been ex-

posed through the skin, require meticulous surgical

irrigation and debridement of the wound as well as

prophylactic antibiotic coverage.

Disruption of the central slip of the extensor digi-

torum communis tendon over the PIP joint results in a

classic boutonniere deformity, which is the second

most common closed tendon injury in athletes. It

consists of hyperextension of the MCP joint, flexion of

the PIP joint and hyperextension of the DIP joint. (Fig.

3). The condition is often not obvious with the acute

injury because it is usually due to a closed extensor

tendon rupture. The inability to extend the PIP joint is

often felt to be secondary to pain and swelling. When
unrecognized, many of these injuries are initially

splinted in flexion. This treatment will cause an exac-

erbation of the deformity. Any injury with a lag of

more than 30 degrees of PIP flexion and tenderness

directly over the middle phalanx dorsally should be

treated initially as an acute extensor rupture. These

injuries should be splinted with the PIP joint in full

extension for at least 6-8 weeks. Protective splinting

should be continued for an additional 6-8 weeks during

competition. The goal is the return of full flexion and

maximum extension of the finger. In injuries with

restricted passive extension, correction is attempted

utilizing static or dynamic splinting, such as a Capener

or safety pin splint. Most of these athletes will eventu-

ally require surgical reconstruction.

The volar plate at the PIP joint may be injured as a

result of hyperextension or flexion deformity injuries.

If the injury is secondary to hyperextension, protec-

tion by splinting is necessary for at least five weeks.

Gentle active exercise may be allowable after three

weeks. Disruption of the volar plate because of hyper-

extension can result in a swan neck deformity. The
PIP joint must be prevented from going into full

extension while splinting to help prevent this. Surgical

reconstruction is indicated when the PIP joint locks in

hyperextension and interferes with normal function.

A volar plate injury at the PIP joint can also result in

a pseudoboutonniere deformity (Fig. 4). There is usu-

ally a history of a hyperextension twisting injury to the

PIP joint. Radiographs will show a characteristic cal-

cific density at the distal portion of the PIP joint. In

these chronic injuries there is much resistance to full

extension. There is not a disruption of the central slip

in these injuries but rather a scarring along the volar

aspect of the PIP joint, causing a flexion contracture.

The injury is usually less responsive to static splinting.

Those patients showing markedly impaired function or

a progressive contracture often require surgical recon-

struction.

Fig. 3. Boutonniere deformity with hyperextension of MCP
joint, flexion deformity at PIP joint, and some hyperextension

of DIP joint.

Fig. 4. X-ray of pseudoboutonniere deformity with PIP flexion

contracture and evidence of PIP joint volar calcification.

teum. Nonanatomic reductions can lead to tethering of

involved tendons, causing scarring and decreased ac-

tive and passive range of motion. The proximal frag-

ment of these fractures usually is flexed by the intrin-

sic muscles while the distal fragment is controlled by

the extrinsic flexors and extensors.

The large majority of these fractures are inherently

stable and may be controlled by splinting. A gutter

splint with the metacarophalangeal (MCP) joint posi-

tioned in flexion is commonly used. A piece of felt

placed between the fractured and adjacent fingers will

prevent skin slough. After 3-4 weeks the fingers may
be buddy taped together to allow early motion.

Fractures that are unstable must be stabilized with

Kirschner wire fixation. Pinning can be done percuta-

neously or after open reduction. It is important to

ascertain the rotational alignment of the fingers. All

finger tips should point towards the proximal tubercle

of the scaphoid (Fig. 5). This rotational deformity must

be corrected before internal fixation is accomplished.

All fractures that involve either the distal or proximal

articular surface of the proximal phalanx must undergo

anatomic reduction. Most likely, Kirschner wire fixa-

tion will be necessary to maintain alignment.

Proximal Phalanx

Fractures of the proximal phalanx can cause func-

tional impairment as the sheaths of the extensor and

flexor tendons come in direct contact with the perios-

Metacarpals

Fractures of the metacarpals can involve the proxi-

mal or distal articular surfaces, the shaft or the neck

region (i.e., boxer’s fracture). Again, articular frac-
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tures require anatomic reduction and often mainte-

nance of position with internal fixation. The collateral

ligaments and volar plate can be involved with these

fractures; their status needs to be addressed at the

time of reduction. Reconstructive surgery involving

arthroplasty may ultimately be needed to grossly com-

minuted articular fractures with bony loss.

Boxer type fractures of the metacarpal neck region

are very common. Some residual flexion can be ac-

cepted but rotation must be controlled. Treatment is

usually done by closed reduction with the MCP joint

flexed to tighten the collateral ligaments. After reduc-

tion, volar and dorsal felt pads and a molded plaster

cast with a gutter splint extention are used. Up to 45

degrees of volar angulation is acceptable in the more

mobile fourth and fifth metacarpals. Prominence of the

metacarpal head along the palmar aspect of the hand

could be problematic for batters, tennis players or

other athletes that require use of a firm grip. Occasion-

ally, percutaneous or open reduction may be neces-

sary to maintain these fractures. The fracture should

then be protected by external immobilization for 3-6

weeks.

Most shaft fractures can be treated in a closed

fashion. This would include closed reduction and

gutter splinting. It is extremely important to keep the

MCP joints in flexion to prevent shortening of the

collateral ligaments and subsequent stiffness of the

joint. The Galveston splint appears to be a promising

method of maintaining metacarpal alignment while

allowing continuation of MCP motion. It makes use of

three felt pads and a strap around the palm to maintain

reduction. Long spiral shaft fractures may require

internal fixation or percutaneous pinning because of

their propensity to angulate or rotate. Taping the

affected finger to an adjacent finger is often helpful in

helping to control alignment. Care must be taken to

avoid the sharp edges of these fractures from penetrat-

ing the skin and causing an open fracture.

Fig. 5. Left, proper rotational alignment of fingers. Right,

evidence of rotational deformity of fingers with tips not

pointing towards proximal tubercle of scaphoid.

With more stable fracture patterns we have used

plaster or fiberglass cast immobilization during the

athlete’s practice session. During the game, participa-

tion is often allowed with a silicone or plastazote case.

The silicone cast is legal for participation in most high

school and college athletic associations. Fiberglass

cases must be covered by half an inch of slow rebound

rubber for collegiate and professional athletes. Hard

casts are not allowed in most high school leagues.

Plastazote or silicone casts are recommended in these

situations. This method can be used in metacarpal

fractures as well as other stable injuries around the

hand and wrist.

The most common soft tissue injury of the MCP
joint is volar dislocation of the metacarpal head. The
metacarpal head gets caught between the lumbrical

and the long flexors. The proximal phalanx appears in

a dorsal position. If the head buttonholes through the

volar plate, the dislocation may be essentially irreduc-

ible; longitudinal traction may actually prevent reduc-

tion by creating a nooselike constriction around the

metacarpal neck. Open reduction will often demon-

strate the metacarpal head in the palmar soft tissue.

Occurrence is most common in the ring and little

fingers. The finger is generally angulated ulnarly,

overlapping the adjacent finger. There may be a dim-

pling at the midpalmar crease. After open reduction

the MCP joint is stable. Early motion is advocated

after 7-10 days of immobilization. Care should be

taken to avoid hyperextension of the joint.

Rupture of the extensor hood of the extensor digi-

torum communis is another soft tissue injury seen

around the MCP joint in athletes. The extensor tendon

will commonly be found in the valley along the ulnar

aspect of the digit. A functionally disabling snapping of

the finger may occur in some patients. This may cause

a significant problem in those athletes who must grip a

football, baseball or a bat or racquet. In these cases

operative repair or reconstruction of the extensor

hood is advocated.

The Thumb
Athletic injuries to the thumb are common and can

be extremely disabling. Fractures, dislocations and

ligamentous disruptions can prevent the athlete from

using his/her hand for any of the variety of grasping

functions needed for almost all sports involving use of

the hand. These injuries, especially ligamentous, are

often overlooked in the young, poorly supervised

athlete.

The usual mechanism of metacarpal fractures of the

thumb in athletes is axial compression. This occurs

when a punch is thrown with a clenched fist. The

thumb is driven down and the base of the thumb

metacarpal can be sheared off. A small medial frag-

ment stays attached to the strong volar ligament while

the remainder of the shaft is pulled proximally by the

pull of the abductor pollicis longus. This is known as
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Bennett’s fracture and is treated with closed reduction

and percutaneous pinning or on rare occasion open

reduction. The proximal portion of the metacarpal can

also suffer an intraarticular T shaped fracture. This is

known as Rolando’s fracture and also requires reduc-

tion and internal fixation. Fractures of the metacarpal

shaft are often angulated due to muscle pull. They can

usually be reduced in a closed fashion and immobilized

with a thumb spica cast or splint.

Injury to the ulnar collateral ligament of the thumb

can be extremely disabling. There used to be a tenden-

cy to minimize this injury, which leads to instability

when the thumb is stressed in abduction. Loss of

thumb-index pinch can be devastating to the athlete.

The injury occurs in football players with forced

abduction of the thumb. It can also be seen in hockey

players who take off their gloves to fight, in skiers as

the thumb is stressed by the ski pole strap, and in

wrestlers and baseball players.

Tears usually occur at the distal end of the ligament.

A displaced avulsion fracture may be seen on xrays.

There is usually gross laxity when the ligament is

stressed radially with the thumb MCP joint flexed to 90

degrees. Laxity of more than 20 degrees as compared

to the other side is diagnostic. Partial tears occur most

often and can be treated by closed means in a thumb

spica cast with the thumb in an adducted position.

In complete tears of the ligament the intrinsic apo-

neurosis is interposed between the ends of the liga-

ment, thereby preventing healing and making open

repair or reconstruction necessary. A splint or thumb

spica is then worn for five weeks after surgery. After-

wards, taping allows continuation of athletic participa-

tion without jeopardizing the final surgical result. The

thumb is stabilized to prevent abduction at the MCP
joint.

The thumb MCP joint can also dislocate with forced

hyperextension and tearing of the volar plate. The

volar plate may be caught between the proximal

phalanx and the metacarpal, rendering the dislocation

irreducible. In most cases closed reduction can be

accomplished by first adducting and flexing the thumb

metacarpal to relax the intrinsics. The proximal pha-

lanx is then hyperextended and force is placed along

the dorsal surface of the proximal phalanx. If the

dislocation proves to be irreducible as described

above, open reduction is indicated.

After reduction, the thumb is immobilized in a

plaster gutter splint for 2-3 weeks. At that point the

athlete may be allowed to resume competition in a

molded orthoplast splint or silicone gauntlet cast.

Early exercises are still an important part of the

rehabilitative treatment.

Nerve Compression

Nerve compression in the athlete can occur in the

carpal tunnel (median nerve) or Guyon’s canal (ulnar

nerve). Compression of the nerves can occur because

of fractures of the carpal bones of the wrist or of the

distal radius or because of repetitive blunt trauma.

Fractures need to be reduced and immobilized, while

the etiology of repetitive blunt trauma must be identi-

fied and treated on an individual case basis. Touring

cyclists frequently develop numbness along the ulnar

or median nerve distribution. Cycling gloves and prop-

er padding of the handlebars will frequently alleviate

the problem. Most cases of nerve compression can be

treated on a conservative basis, with surgical decom-

pression reserved for resistant cases.

Conclusions

The key to the treatment of athletic hand injuries is

an understanding of the setting in which these injuries

occur as well as the ramifications of treatment options.

Early, accurate diagnosis in conjunction with aggres-

sive rehabilitation will lead to the best results. A good

understanding of the anatomy of the hand, the role of

the hand in each individual sport and the position

played is imperative in deciding when an athlete can

return safely to competition.
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Rehabilitation of the

Arthroscopic Knee
Joe H. Gieck, EdD, and Ethan N. Saliba, MEd,

Charlottesville, Virginia

For the athlete who has undergone arthroscopy, the authors offer a compre-
hensive rehabilitation program combining the science of knowing how and when
to incorporate exercises into the healing process and the art of convincing the

athlete of the regimen’s importance to recovery and to the prevention of the

injury’s recurrence or the development of new problems.

I
N sports medicine, a frequent operative proce-

dure is arthroscopy of the knee, usually involving

pathology of the meniscus. As there is a minimum
of soft tissue trauma with arthroscopy, the athlete

tends to resume full activity immediately. The result:

recurrence of symptoms or the development of new
problems. A necessary followup to arthroscopy is the

progressive integration of rehabilitative exercises to

restore pain free strength, flexibility and endurance. It

is here, in the rehabilitation process, that the art of

professional guidance is most important.

The typical recovery time in arthroscopic menisec-

tomy is 3-6 weeks. (A return to activity in 3-5 days has

been reported, but these are usually old or minor tears

without much trauma to soft tissue.) Knees that have

minimal symptoms and good presurgical strength re-
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spond most rapidly. Whenever possible, preoperative

strengthening is initiated to help reduce the degree of

atrophy and to allow the athlete to become familiar

with the exercise regimen. All exercises should be pain

free. Some soft tissue tension is experienced but the

degree of stress applied must be kept below what the

level of healing will tolerate; if this level is exceeded,

symptoms increase and recovery is slowed.

At some point in the rehabilitation process the

athlete often experiences a setback, or even several

episodes, from overuse of the knee. This is usually

only temporary and should be so explained. It should

also be explained that the knee will not be truly

rehabilitated until the athlete completes one full sea-

son of his/her sport.

Immediately after surgery the knee is protected by a

compression dressing, and the athlete is placed on

crutches. Typically, the dressing is maintained for 2-3

days. Weightbearing with crutches is begun when the

athlete can perform straight leg raises. The athlete is

instructed to walk with the knee straight for several

days. Initial protection is important to prevent effusion

resulting from early motion. Transcutaneous electrical

nerve stimulation (TENS) is applied routinely to help
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reduce discomfort.

When the athlete can ambulate without pain or a

limp using bilateral axillary crutches, he is progressed

to a single crutch on the contralateral side of the

involved knee. The crutches are discontinued when
the gait can be performed without any deviation.

Premature discontinuation of crutches and early activ-

ity usually results in limping and an exacerbation of

the inflammatory response, sending the athlete back to

crutches.

At the University of Virginia we have developed the

following protocol for rehabilitative exercises of the

knee.

Quadricep/Multiple-Angle Isometrics

Knee strengthening can be initiated while the athlete

is still in the compression dressing. Quad sets are

performed by contracting the quadriceps maximally

within tolerance, holding each contraction for 6 sec-

onds, then resting for 6 seconds. These are repeated

for ten times and should be done several times a day.

With angle-specific isometrics, strengthening is im-

plemented in different ranges of joint motion, as there

is a 20-degree strengthening overflow from the angle of

the assumed joint position.

The athlete sits on the edge of a table, crosses the

legs at the ankles, then attempts to flex the top leg and

extend the bottom leg simultaneously (Fig. 1). This

results in a quadricep exercise of the bottom leg and a

hamstring exercise of the top leg. Isometrics are then

performed in three different angles of knee flexion.

Each contraction is sustained for 6 seconds followed

by 6 seconds of rest. Three contractions are performed

at each angle. The legs are then reversed and the same

procedure is repeated.

Straight Leg Raises

After quad sets can be accomplished, the straight leg

raise exercise may begin (Fig. 2). Straight leg raises

produce a trophic action on the retropatellar cartilage,

minimizing further fibrillation. We recommend a su-

pine position with the contralateral leg flexed to help

minimize low back irritation. These five steps com-
plete a single straight leg repetion: 1) quad set is

performed with the foot dorsiflexed; 2) leg is lifted

until it is parallel with the contralateral thigh; 3) pause

of one second at the maximal elevation of the leg; 4)

leg is lowered to the table; 5) quad set is released.

This exercise is performed in eight sets of ten

repetitions and is usually started without using weight

on the ankle. When all the repetitions can be complet-

ed without immediate or latent discomfort, sandbags

are added by 1 -pound increments. This phase is con-

tinued until the athlete can lift 5% of bodyweight 80

times in eight sets. If the athlete develops hip flexor

pain as a result of straight leg raises, he/she is switched

to a sitting position and knee extensions are performed

from 20°-0° extension.

Isotonic Exercises

After the athlete can perform the designated weights

with the straight leg exercises, rehabilitation pro-

gresses to either free weights or the N-K™ table (Fig.

3). It is important that only single leg weight lifting is

done during the early stages of rehabilitation. Double

leg lifting frequently causes the involved limb to push

too hard too soon, increasing the inflammatory re-

sponses. A weight that can be lifted through the entire

available range of motion is used and eight sets of ten

repetitions are continued until the athlete can lift 5% of

bodyweight. It is of utmost importance that the knee

be locked in extension during quadricep activity. Fail-

ure to do so results in the knee giving way with

subsequent activity as terminal extension is not

trained.

The athlete is then switched to an every-other-day

lifting session. He lifts four sets of ten repetitions, a

modified DeLorme program, although each set of ten

repetitions is performed with a higher weight (Table 1).

Table 1. Exercise Schedule.

Strengthening (M, W, F)

Line

1st Set

10 reps

2nd

10 reps

3rd

10 reps

4th

10 reps

1 5 lbs 7>/2 lbs 10 lbs 15 lbs

2 IVi IP/4 15 20

3 10 15 20 25

4 12V2 183/4 25 30

5 15 22/2 30 35

6 17'/2 26>/4 35 40

7 20 30 40 45

8 22>/2 33/4 45 50

9 25 37/2 50 55

Endurance (T, Th)

1 set of 200 repetitions at maximally tolerated weight

When the weight in the last set of ten repetitions can

be accomplished throughout the entire range of mo-
tion, the athlete will move to the next weight line the

following session. Finding weights and an exercise

unit that allows this gradual weight progression is

often a challenge and may require modifying a tradi-

tional Universal™ machine. Both the quadriceps and

the hamstring muscle groups should be exercised with

the same weight level for as long as possible. The

quadricep muscle group will ultimately be able to lift

more weight but the hamstrings should be developed

as much as possible. A goal of ten repetitions with 25%
of the body weight should be achieved for the quadri-

ceps. The hamstrings should have 60-70% of the

strength of the quadriceps. If the athlete has an

anterior cruciate instability, the hamstrings should

have 90-100% of the quadricep strength.

Range of Motion

When the compression dressing is removed, ice is

applied to the knee while the athlete performs range of

motion exercises. This exercise is continued for 20

minutes. Rest is allowed when necessary, but the icing
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is continued for the full 20 minutes. The ice is used to

reduce inflammatory responses and reduce discomfort

while joint motion is being regained. Heat is not used

until the knee no longer presents an active effusion,

pain free range of motion is almost complete, there is

no heat in the knee to the touch, and the athlete has

plateaued in terms of progress with ice.

Musculotendinous flexibility is addressed next by

static stretching of the hamstring, gastrocnemius, and

quadricep muscle groups. Each leg is stretched indi-

vidually and each stretch is sustained for 20 seconds

and is repeated three times bilaterally several times

daily. It is important to emphasize that all flexibility

exercises go to the point of tension but not pain, that

the athlete continues to breath as exhalation helps

promote muscle relaxation, and that the hold is sus-

tained and not ballistic.

Hamstring stretching is done by long sitting with one

leg flexed (Fig 4). On the extended leg the ankle is

maintained in dorsiflexion and the knee is extended

but hyperextension is avoided. The back is to remain

as straight as possible while the athlete moves his

chest anteriorly. The stretch should be felt in the

hamstrings and/or gastrocnemius muscles.

The gastrocnemius muscles are stretched by stand-

ing facing a wall, with one leg back approximately

three feet. The heel of the rear foot is maintained flat

on the floor and the toes are pointed straight ahead.

The pelvis is then brought in toward the wall (Fig 5).

This stretch can also be done by standing on the ball of

the foot with the heel off the edge of a step. The athlete

lowers the heel off the edge of the step and the stretch

is held while maintaining the knee in extension, then in

slight flexion.

The athlete stretches the quadricep muscles while

standing close to a wall. The knee is flexed and the hip

is extended. Reaching back and grasping the foot, the

athlete gently pulls the foot toward the buttocks (Fig.

6). This exercise may not be tolerated until adequate

knee range of motion is present.

Muscular Endurance

Once the athlete enters the modified DeLorme iso-

tonic program, endurance exercises are added.

While strength is being developed every other day
basis, endurance sessions occur on the off days. They
include 200 repetitions with a weight that will just

allow these repetitions to be completed. When these

repetitions can be completed the athlete should in-

crease the weight at the next endurance session. The
endurance program is performed by both quadricep

and hamstring muscles. The uninvolved leg performs
the same workout as the involved leg but progresses

on its own rate for both strength and endurance.

Isokinetic Exercises

When the athlete can perform 20% of his body
weight ten times with isotonic lifting, isokinetics are



incorporated into the program by alternating the iso-

tonic protocol with a velocity spectrum technique at

60, 120, 180, 240, 270 degrees/second for two sets of

20-30 seconds.

Proprioceptive Exercises

Proprioceptive training is begun when the athlete

can perform straight leg raise exercises with 5% of his/

her body weight, eight sets of ten repetitions.

The athlete begins by balancing on the affected leg

for 30 seconds with eyes open. This is performed three

times and repeated hourly. He/she then progresses to

the performance of this balance activity with eyes

closed and may switch to a soft or trampoline surface

to increase the degree of difficulty.

Functional Activities

As the athlete tolerates weight bearing in all activi-

ties of daily living, walking is included up to 30

minutes. Swimming and pool activities are added as

wound healing becomes complete. All activities are to

be pain free and without limping. An orderly progres-

sion is followed according to activities listed in Table

2. It should be noted that there are up to eight goals in

Table 2. Functional Exercises (to be performed without

pain or limping).

Goal 1. Step-ups, 4" 60 x daily

Walk 30 min-M,W,F
Swim 30 min-T,Th,S

Balance 30 sec x 3-hourly

2. Step-ups, 8" 60 x daily

Walk rapidly 30 min-M,Th
Bike 30 min-T,F
Swim 30 min-W,S
Balance, eyes closed 30 sec x 3-hourly

3. Step-ups, 12" 60 x daily

Walk-jog (stairs) 30 min-M,Th
Bike 30 min-T,F
Swim 30 min-W,S
Balance, eyes closed 30 sec x 3-hourly

4. Step-ups, 18" 60 x daily

Jog 30 min-M,W,F
Bike

Swim (optional)

30 min-T,Th,S

5. Jog, run, cut 30-45 min-M,W,F
Swim (optional)

Bike 30 min-T,Th,S

6. Cross country M,W,F
Bike T,Th,S
Straight ahead Full speed run x daily

7. Full speed cutting Daily

Bike 3 x week
8. Return to sport

• After exercise stretch again

• Use ice for 30 mins for pain or swelling

the functional activity chart for the competitive ath-

lete. These short term goals are important, since they

represent success to the competing athlete. For the

noncompetitor, progression through all eight goals

may not be necessary.

Pain

Under the Heel

in Runners

Daniel N. Kulund, MD,
Charlottesville, Virginia

Pain under a runner’s heel is most commonly due

to either a heel bruise, plantar fasciitis or prona-

tion neuritis.
1 Less common causes of pain include

subcalcaneal bursitis, calcaneal stress fracture, frac-

ture of a heel spur, plantar fascial rupture, sciatica,

rheumatoid arthritis, gout, ankylosing spondylitis,

psoriatic arthritis or Reiter’s syndrome.

Anatomy
The runner bears weight on the medial tubercle of

the calcaneus. The contour of the tubercle may be flat,

round or sharp. The underlying heel pad includes a

fatty cushion and fibrous partitions that contain balls

of shock-absorbing fat.

The plantar fascia originates from the medial tuber-

cle of the calcaneus and inserts into the base of the

proximal phalanges by way of connections to the

fibrous flexor sheaths. Just deep to the fascia is the

short flexor muscle, which inserts into the base of the

middle phalanges. The fleshy abductor hallucis muscle

originates from the calcaneus medially. Its deep aspect

contains a very strong fascia that overlies the plantar

nerves. The posterior tibial nerve courses behind the

medial malleolus and splits into three main branches:

the medial plantar nerve, the lateral plantar nerve and

the medial calcaneal nerve. The medial calcaneal

nerve may arise proximal to the flexor retinaculum,

underneath the retinaculum or distal to it. It travels

medial to the calcaneus and then under the heel.

Injuries

Repeated impact flattens the fat pad and it spreads,

reducing the amount of shock-absorbing material un-

der the heel. The heel may be especially painful and

stiff in the morning but improves after a few steps.

Transudate from the day before has settled overnight

into glue-like fibrin to form soft adhesions which break

with the first steps.

The short plantar fascia of a high-arched foot tugs

upon the calcaneus to produce periosteal pain. How-
ever, the overpronating foot is the type most common-
ly afflicted with plantar fasciitis. The pronation places

Address correspondence to Dr. Kulund at 503 Faulconer
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more stress on the plantar fascia than it can handle.

Furthermore, the abductor hallucis muscle of an over-

pronator will hypertrophy. When it contracts, the

underlying, firm fascial band rubs against the subja-

cent nerves causing a pronation neuritis characterized

by burning plantar pain and tingling.

Examination

To examine the sole of the foot, the examiner asks

the runner to kneel on the edge of the examining table

or lie prone. In this position, the foot is relaxed and

can be easily palpated and compared to the opposite

foot.

The foot with a heel bruise will usually have a thin

and very mobile fat pad and will be tender over the

medial tubercle of the calcaneus. In plantar fasciitis,

the foot is tender along the medial edge of the fascia

just distal to its origin. Passive extension of the toes

with the ankle extended may provoke heel pain. In

pronation neuritis, where nerve entrapment predomi-

nates, tapping over the abductor near the heel may
produce a sharp pain under the heel and in the foot. In

these cases, the plantar fascial origin may be only

mildly tender or not at all tender. However, passive

stretching of the abductor hallucis and active shorten-

ing of the flexor muscles will provoke pain.

Diagnostic Tests

A videotape of the runner’s foot action on a tread-

mill can show the degree of pronation, reveal gait

abnormalities and aid in assessment of the everyday

shoes and running shoes. Everyday shoes have lower

and firmer heels than running shoes and provide less

shock-absorption. Running shoes have a foam midsole

to absorb shock.

A weight-bearing lateral x-ray film of the heel will

show the contour of the medial tubercle, the thickness

of the heel pad and may reveal a heel spur. With each

stride, the short flexor muscle tugs on the calcaneus

and may produce a spur. However, if a heel spur is

seen on the x-ray film, it may not be causing the heel

pain. In fact, a foot with marked plantar pain may not

have a spur, and a pain-free foot may have a large

spur.

Treatment

Treatment for a heel bruise includes physical thera-

py with pulsed ultrasound and point stimulation. The
ultrasound reduces inflammation and the point stimu-

lation reduces soreness so that deep transverse friction

massage can break adhesions painlessly and stimulate

healing. The heel may be cushioned with a soft pad,

horseshoe pad or heel cup, medially-wedged Apex
Sports Orthotic System (Apex Foot Health Industries,

Inc., 170 Wesley Street, South Hakensack NJ 07606),

or a custom-made cork-latex orthotic that contains a

deep heel cup. Although a local steroid injection may
be curative, it may lead to fat necrosis and make the

Fig. 1. Examiner palpates tender plantar fascia with thumb.

Arrows show part removed at operation.

problem worse. I inject only 0.5cc of cortisone (Celes-

tone®) mixed with 0.5 cc of Marcaine®. If some
soreness remains after a few weeks, the injection may
be repeated.

For plantar fasciitis, pulsed ultrasound, point stimu-

lation, and deep friction massage are also indicated

along with a home treatment program. For home
treatment, the runner applies moist heat to the injured

area for 20 minutes at night with a moist heating pad or

warm bath. He then coats the skin with baby oil or

Vaseline and massages it deeply with his fingers for

five minutes. Next, he stretches his plantar fascia and

does “foot fists” to strengthen the intrinsic muscles of

the foot. Finally, he washes away the friction fighter

with rubbing alcohol and applies ice for 10 minutes.

If the foot is a high-arched one, it should be cush-

ioned with a soft orthotic (Spenco Polysorb™). A loop

of elastic tape around the midfoot will relieve tension

on the fascia. Mild pronation can be countered with

straight-lasted running shoes that contain firm medial

midsole foam and strong heel counters (Brooks Chari-

ot™ or Lady Chariot™). The walking shoe should

have a rocker-type sole to allow efficient forward

movement with little strain on the plantar fascia and

the shoe should be deep enough to accommodate an

insert (Avia Walkers™ or Rocksports™).

Excessive pronation can be countered with a cus-

tom-casted, cork-latex Runner’s Mold orthotic

(Schuster and Richard Labs, 14-20 130th Street, Col-

lege Point NY 11356). This orthotic holds the foot in

“neutral position” where the talus and navicular are

congruous. Most importantly, it supports the first

metatarsal.

Plastic orthotics are too rigid and firm at the heel

and may produce an unwanted combination of heel

bruising, Achilles peritendonitis and metatarsalgia.

Although a local steroid injection may decrease in-

flammation, it may also produce tissue degeneration

and lead to a more intractable problem and may even

cause the plantar fascia to rupture. However, rupture

of the plantar fascia may be similar to a plantar fascial

release and the runner's pain may stop.
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If therapy and orthotics do not cure the plantar

fasciitis, I recommend a plantar fascial release (Fig. 1).

The surgeon makes a 4-cm transverse plantar incision

just distal to the weight-bearing surface of the heel,

exposes and sections the fascia and can remove the

spur and release the deep fascia of the abductor. At

about one week postoperatively, when the swelling

has diminished around the incision, the runner may
begin pool exercises.

2 The watered wound heals espe-

cially fast. When the runner can walk without sore-

ness, he may begin the early Return to Running

Program (Table 1) with the appropriate cushion or

orthotic in his shoes.

Table 1. Return to Running Program

You may begin this program on level ground if 1) you have no pain

with normal daily activities (on a pain scale in which 0 is normal and

10 is the worst, you must be at 0), and 2) the injured area no longer

hurts when you press on it.

Walk Jog* Repetitions

Total

time

Stage 1 4 min 2 min x 5 30 min**

2 3 min 3 min x 5 30 min**

3 2 min 4 min x 5 30 min**

4 Jog every other day with a goal

consecutive minutes.***

of reaching 30

* If the jogging hurts, stop, apply ice and return to the previous

stage the next day. ** If you have no pain when doing this or

afterwards and you feel good the next morning, proceed to the next

stage. *** If pain starts after seven minutes or so, stop, apply ice

and return to the previous stage the next day.

In cases of pronation neuritis, a Runner’s Mold will

reduce the pronation and prevent the deep fascial band

of the abductor from rubbing against the plantar

nerves. If the runner’s foot is flat, a heel lift will reduce

pronation. The lift should be a firm one that tapers to

just behind the metatarsal heads. A soft, short lift

would compress too easily and allow the foot to

pronate just distal to the lift.

If the runner has forefoot varus, a custom-casted,

Runner’s Mold cork-latex orthotic with a deep heel

cup and metatarsal pad is indicated. The runner should

also wear straight-lasted running shoes and perform

the Home Treatment Program along with arch-

strengthening exercises. If symptoms persist, the plan-

tar nerves can be decompressed through a medial

incision. The surgeon releases the medial retinaculum

at the ankle and the deep fascial band of the abductor

at the heel.

In summary, depending on the diagnosis and the

severity of the condition, physical therapy, aspirin or

nonsteroidal antiinflammatories, a home treatment

program, orthotics, proper shoes, injections and sur-

gery may play a part in treatment.

1. Kulund DN. The Injured Athlete, 2nd ed. Philadelphia,

J.B. Lippincott Co., 1988

2. Kulund DN. The injured runner. Va Med 1985 ; 1 12:565-
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Anterior Cruciate

Ligament Tears:

Assessment, Treatment

R. S. Franco, MD, S. F. Stowers, MD,
and Frank C. McCue III, MD,

Charlottesville, Virginia

The orthopedic literature, especially the sports

medicine literature, is inundated with work on the

anterior cruciate ligament (ACL). It is currently one of

the most controversial topics in the field of sports

medicine. Entire conferences on the anatomy, func-

tion and treatment of the ACL deficient knee are

popular. There are disagreements on the indications

for operative treatment of ACL injuries and the rela-

tive merits of various other procedures. This paper

presents our rationale for the assessment and treat-

ment of ACL tears.

Anatomy and Function

The anterior cruciate ligament consists anatomically

of two divisions: the anteromedial bundle and the

posterolateral bundle. Indelicato feels that the antero-

medial bundle remains tight throughout the entire

range of motion and the posterolateral becomes slack

in flexion and tight in extension.
1 The ACL originates

from the posterior aspect of the lateral femoral con-

dyle and distally inserts into the sulcus between the

tibial spines as well as slightly anteromedial to the

anterior-most spine. The ligament receives its blood

supply primarily from the middle geniculate artery, a

branch of the popliteal.

The ACL provides straight stability and assists in

rotational control of the knee. To what degree normal

knee function depends on an intact ACL has been

hotly disputed. McDaniel and Dameron have shown

that most patients with an isolated ACL deficiency

function well in sports and daily activities, and do not

appear to develop symptomatic degenerative arthri-

tis.
2 Some patients, however, experience recurrent

giving way and reinjury episodes that destroy other

stabilizing knee structures, leading to the development

of chronically painful, unstable knees. The problem

facing the clinician is differentiating between those

who will have a functional disability from an ACL tear

and those that will not.

From the Department of Orthopedics, Division of Hand
Surgery and Sports Medicine, School of Medicine, Universi-

ty of Virginia. Address correspondence to Dr. McCue at Box

243, University of Virginia Medical Center, Charlottesville

VA 22908.

Submitted 2-17-88.
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Butler and Noyes concluded that the ACL provides

the primary restraining force against anterior tibial

subluxation.
3 Many authors also feel that a major role

of the ACL is preventing hyperextension. The

“straight” anterior-posterior laxity seen in patients

with a torn ACL does not seem to correlate well with

functional stability. Giving-way episodes in these pa-

tients are more related to tibial rotational control

problems, or “rotatory” instability. An absent ACL
predisposes a patient to develop rotational instability,

especially if the other supporting knee structures are

congenitally loose, torn at the same time as the ACL,
or traumatically loosened with subsequent reinjury

episodes. These are the patients that appear to develop

functional disability and degenerative knee problems.

There are a variety of ACL injury mechanisms.

Indelicato feels that the ACL is most commonly
injured secondary to sudden deceleration associated

with abduction and external rotation of the tibia on the

femur; he feels that marked internal rotation or hyper-

extension combined with internal rotation is the other

common mechanism of ACL injury.
1

Often, the pa-

tient will hear an audible snap at the time of injury and

feel his knee give way. Ambulation is frequently

difficult for several days after the acute injury. An
acute effusion is very common, as are associated

collateral ligament and meniscal injuries.

Diagnosis

Dehaven has shown that 72% of patients with an

acute hemarthrosis have an ACL tear and that two-

thirds of these patients also had associated meniscal

lesions.
4 A careful history will distinguish an acute

hemarthrosis from a more gradually accumulating re-

active effusion. The differential diagnosis for an acute

hemarthrosis must always be considered. In addition

to an acute ACL tear, it includes peripheral meniscal

lesions, capsular injuries, and osteochondral fractures.

The most reliable diagnostic test for an ACL tear is the

Lachman test: an anterior drawer with the knee held in

15-20 degrees of flexion. This finding is present in at

least 90% of patients with torn ACL. Rotatory instabil-

ity is diagnosed with the pivot shift test, the jerk test,

the flexion-rotation drawer test, and the 90-degree

rotational drawer test. In acute knee injuries, it is often

difficult to perform an accurate examination. The
patient’s knee is generally too painful and swollen to

allow manual manipulation of the knee without

marked muscle spasm. However, in the patient with a

chronic ACL deficiency, physical examination should

demonstrate a positive Lachman test as well as a

positive pivot shift and jerk test if anterolateral rota-

tory instability is present.

Plain x-rays are sometimes helpful in diagnosing

ACL injury. The most frequent radiographic finding is

an avulsion of ACL with a piece of its bony insertion.

Another finding popularized by Woods and associates

is the lateral capsular sign.
5 They showed that a small

fleck of bone, easily seen in the routine A-P knee x-ray

adjacent to the lateral tibial articular surface, indicates

a reparable injury to the middle one-third of the lateral

capsule and probable disruption of the ACL.
Arthrograms are not very accurate in detecting ACL

tears, although when properly performed they may
help diagnose associated meniscal tears. As magnetic

resonance imaging becomes more widely used, it will

likely be valuable in detecting cruciate injury and

assessing meniscal integrity.

Treatment

Before treatment can be implemented, the physician

must accurately diagnose the extent of ligamentous

damage. A thorough physical exam is mandated in

every patient. Usually, a careful history and manual

examination will provide the diagnosis. However, in

the acutely traumatized knee an examination under

anesthesia and arthroscopy may be useful. Arthros-

copy has been an invaluable tool in determining the

extent and nature of an ACL injury, as well as

associated ligament and meniscal pathology. It should

be stressed that not every acute knee injury should be

placed under general anesthesia, nor arthroscopy per-

formed. We feel comfortable resting most of these

patients, starting them on a rehabilitation program,

and repeating the physical examination within one

week. Each patient’s injury, along with the patient’s

desires and goals, should dictate treatment. Surgery is

certainly not always indicated in the knee with an

acute hemarthrosis.

Patients that present with ACL tears in combination

with other major ligamentous injuries and have grossly

unstable knees will usually be reconstructed early,

especially if they are patients with high demands on

their knees, such as competitive athletes. Most pa-

tients with an acute ACL rupture, however, are not

initially treated with surgery and are placed on a

rehabilitation program for the quadriceps and. most

importantly, for the hamstrings. These dynamic stabi-

lizers, when strengthened, can effectively substitute

for injured ligamentous restraints by controlling the

motions of the tibia on the femur. Many athletes

respond to a rehabilitation program and are capable of

participating in intercollegiate sports such as football

without an intact ACL, never requiring surgery to

repair or replace it. It is essential to understand that

surgery is not indicated for clinical instability alone but

should be used only to correct or prevent functional

disability. The senior author, Dr. McCue, uses this

approach for all knee injuries. Little is lost by placing

the patient in an organized rehabilitation program and

allowing the injury to dictate further treatment if

needed.

If the rehabilitation program has failed and the

patient continues to have symptomatic ligamentous

instability, a stabilizing surgical procedure is then

performed. These patients complain of giving way and
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sometimes have reinjury episodes in which a minimal

twisting injury creates a joint effusion and sometimes a

meniscal tear. Usually these patients demonstrate

signs of rotatory instability such as a positive pivot

shift test on clinical examination.

Simply suturing the ends of a torn ACL together

does not provide adequate strength. If the ligament

avulses a significant bony fragment from the tibia or

the femur, it can be successfully reattached with heavy

sutures placed through drill holes. When bony avul-

sion has not occurred, however, a procedure to aug-

ment or replace the torn ACL is indicated. These

reconstructions fall into two main categories: intra-

and extra-articular procedures.

Intra-articular procedures involve the augmentation

or replacement of the ACL with autograft, allograft or

xenograft tissue, or the use of a prosthetic augmenta-

tion device. These grafts are placed using open or

arthroscopically assisted techniques within the knee

cavity. The most popular intra-articular procedure

utilizes one-third of the patellar tendon to replace the

ACL. The strength of most of these grafts in animal

studies appears to decrease with time in the intra-

articular synovial environment leading some people to

question their longterm efficacy. Prosthetic materials

either weaken or produce a reactive synovitis. As
Hughston has pointed out, intra-articular procedures

are not without complications either, the most notable

being ankylosis of the knee.
6 At the University of

Virginia, we will perform an intra-articular reconstruc-

tion on selected patients: those with severe combined

ligamentous laxities, an extraordinary amount of con-

genital laxity or an unusually large anterior drawer,

and high performance collegiate or professional ath-

letes with gross instability.

We feel, however, that the McCue-Andrews extra-

articular reconstruction utilizing the iliotibial tract is

an excellent approach to the vast majority of ACL-
deficient knees.

7
It reproducibly ablates the pivot shift

and provides rotational control and, therefore, func-

tional stability. Since an arthrotomy is not required,

the recovery appears to be faster, with a lower inci-

dence of knee contracture. The transplanted autoge-

nous graft remains in an extra-articular position, not

contained in the synovial environment, and appears to

maintain its strength better than intra-articular auto-

grafts.

Summary
1. Thorough physical exam is mandated on every

knee injury.

2. Diagnosis sometimes may be made with the aid

of general anesthesia and arthroscopy.

3. Hemarthrosis is a warning sign that knee has

intra-articular pathology; 70-80% will have an ACL
tear.

4. Rehabilitation program emphasizing hamstring

strengthening should be started immediately.

5. Surgery will be decided by the nature of the

injury and the patient’s age, goals, etc.

6. Surgery is indicated for functional disability, not

clinical instability.

7. Extra-articular reconstruction is the authors’

procedure of choice for the majority of patients.
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Doctors, Drivers, and the DMV

Public safety is the responsibility of all of us. On
occasion, doctors observe patients whose medical

problems raise the question of their ability to drive

safely. This may pose a dilemma. If the situation is

such as to be a potential threat to personal and public

safety on the streets and highways, most physicians

feel that the patient should be advised to refrain from

driving, and many patients accept this advice. Some
do not, and this group requires special attention, but

doctors have been reluctant to report such a patient to

the Department of Motor Vehicles. In addition to the

patient’s displeasure, there has been the threat of legal

action.

The 1988 General Assembly has changed the law to

ameliorate this threat. The source of the information

need not be disclosed if said source is a physician

treating the individual in question. In addition, the law

states that a physician reporting such disability or

infirmity as might affect such person’s ability to oper-

ate a motor vehicle safely shall not be deemed to have

violated the physician/patient privilege unless the phy-

sician has acted in bad faith or with malicious intent.

This is a proper step to preserve and improve public

safety. The DMV operates a Medical Control Unit to

handle these cases and utilizes the services of a

consulting physician. Overall policy is directed by a

Medical Advisory Board of seven physicians appoint-

ed by the Governor. Functional capacity is the guiding

principle, not the diagnosis. The DMV appreciates the

vital assistance of the medical profession, and is eager

to be of any assistance possible.

Howard M. McCue, Jr., MD

Safe Drivers

The importance of the above editorial cannot be

overemphasized. If you feel that one of your

patients cannot operate a motor vehicle safely, please

write or call the author, Dr. McCue, who is staff

physician at the Department of Motor Vehicles and

can be reached at PO Box 27412, Richmond VA 23229.

His telephone number is (804) 367-6639. Remember,

the new law, which went into effect July 1, specifies

that “the source of the information need not be

disclosed if said source is a physician treating the

individual in question.” The law also protects the

reporting physician from legal action. Let’s keep our

highways safe. E.L.K., Jr.

The Physician and Teenage Alcoholism

An attractive 16-year-old Richmond girl died re-

cently of acute alcohol poisoning. She was a

pretty and vivacious teenager, a member of a promi-

nent Richmond family, and perhaps for this reason her

case received more than the usual amount of media

attention. Her death is a tragic example of a major

problem among teenagers.

Catherine was in boarding school in another city and

was in Richmond for the weekend. On a Friday

evening, she went with a girl friend to a rock concert.
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apparently drank heavily during the evening and re-

turned to her friend’s home to spend the night. She

was found unconscious on the bathroom floor and was

DOA at a hospital emergency room. Her blood ethanol

level was nearly 500 mg/dl, almost five times the level

considered to denote “driving under the influence” for

automobile drivers in Virginia.

That there is widespread substance abuse among
teenagers is generally recognized. Data from a Nation-

al Institute of Drug Abuse Survey estimates that 37%
of Virginia high school seniors have used an illicit

substance during the survey year.
1 Most teenagers

(and their parents) do not recognize alcohol as a drug,

but abuse of alcohol constitutes the most serious drug

problem among teenagers in the United States. Recent

data from the American Academy of Pediatrics reveals

that three million children aged 14 to 17 are problem

drinkers.
2 Nor do teenagers realize that excessive

ingestion of alcohol can be fatal.

Physicians who treat teenagers are in a unique

position to exert a favorable influence on their pa-

tients, not necessarily in condemning the use of alco-

hol from a moral viewpoint, but rather by providing

hard facts as to the dangers inherent in alcohol use.

Alcohol can be a lethal agent.

E.L.K., Jr.

1. National Institute on Drug Abuse. Drug Use Among
American High School Students, College Students and

Other Young Adults, 1986

2. American Academy of Pediatrics. Alcohol: Your Child

and Drugs, 1987

The Perception of Risk

Looking around the bouncing Boeing 737 airplane,

I wondered, “Why don’t the airlines have to get

signed consent documents before you are allowed to

board the airplane?” Certainly all of the passengers

were quiet and obedient, carefully checking their seat

belts as the captain had advised. No arguments about

any inherent constitutional right to bounce around

inside the bouncing airplane, about seat belts wrink-

ling clothes and impeding exit in case of fire, or a

landing in the Mississippi River. All passengers were

quickly obedient because the perception of danger was
great.

I did not hear anyone ask for more information

about the inherent risks of flying. I doubt that many
were thinking about getting second opinions, although

I am sure that some were contemplating their life

insurance. Some probably were wondering if the low

bidders made the components of the airplane up to the

specifications of the engineers.

We physicians must get all sorts of signed docu-

ments from our patients, while all the airlines have to

do is to sell the customer a ticket. Presumably the

traveling public is aware of the inherent risks of flying,

so no four-page “Permission to Fly” documents must

be signed. Even though more people are killed each

year in automobiles than in airliners, a car dealer does

not have to get you to sign a “Permission to Drive”

document before he sells you a car. But apparently the

law assumes that no one realizes that there is any risk

to surgery, heart catheterization, etc., so you have to

get informed consent for these.

A woman is suing the Sierra Club because a hippo-

potamus injured her on a safari sponsored by the

organization. She maintains that the Sierra Club was
negligent because they did not tell her that a hippopot-

amus was a dangerous animal. I do not know if she is

afraid of mice, black snakes or barking dogs. But I do

know that it is common sense to know that a large wild

animal is potentially dangerous.

I see injured patients whose accidents were easily

preventable by the simplest of precautions but who
maintain that such “bad luck” will not happen to them
again. A woman suffered a severe blow to an eye when
a furniture factory machine flung a small block of

wood at her. After weeks of treatment I was ready to

discharge her. “Your eye is doing fine, but be sure to

wear safety glasses on the job so that it won’t be hurt

again,” I cautioned her. “Oh, I won’t need to do that,

Doc. I have a safe job.” When I reminded her that she

was injured on that allegedly safe job, she stoutly

maintained that such an accident would never happen

again. I lost that discussion.

Fear of doctors and surgery and medical treatment

seems to be universal, and almost every patient is

more anxious than the situation warrants. People die

of disease all the time. There is an inherent risk of

living which none can deny. Intellego ergo sum ergo

timeo. I think, therefore I am, therefore I am afraid.

Every patient has the right to know what you advise

and why, what you propose to do and how, and what

are the risks, alternatives, etc. No signed consent

form, no procedure is the rule, and not a bad one. But

a signed consent form does not necessarily mean
informed consent, and plaintiff’s lawyers know this

quite well, as witnessed by my recent nightmare after

one too many pickled herrings and a Hayem Shemon.

“Doctor, you did not tell my client that there was a

risk of losing all sight in the eye from the operation.”

“Sir, it plainly states that risk in the consent form

which my patient signed before surgery.”

“Ah, but my client is a slow reader, and you gave

him only half an hour to read the four pages.”
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“Furthermore I explained to him that I could not

promise a specific result but could only promise that I

would do my best. And then I asked him if he had any

further questions, and he said that he did not.”

“How could he ask the question if he did not know
the risk existed, Doctor?”

I awoke with my stomach aching.

Henry. S. Campell, MD

Delusions

As highly educated and motivated physicians, we
easily acquire delusions of grandeur about our-

selves and our infallibility and our importance. All this

is fueled by our patients, many of whom were fortu-

nate enough to see us as their illness naturally im-

proved, thus allowing them to be certain that it was

our skill that made them whole again. Our spouses and

children may occasionally call us down, but what do

they know.

Fortunate are those of us who have someone to offer

reminders periodically that we are not quite as great as

we may think.

My friend was a jack-of-many-trades, medically

retired before his time. Being a natural raconteur, he

usually makes his point with a tale or with a joke.

While we were building a barn at my farm, I was
carefully measuring and calculating just how we
should secure the beam. I was being very engineerish,

so much so that the beam he was holding almost fell,

while I was squandering time. And he would have

been underneath it.

Upset with my intellectualizing when swift physical

action had been required, he stated quietly, “Doc, if

you had gone to school one more year, I would have to

lead you around.”

Henry S. Campell, MD
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Memoir of W. A. Porter

1907-1988

By Joseph H. Early, Jr., MD

Dr. Walter Albert Porter, Hillsville, died on the 15th

of February, 1988, at his home. Born on August 16,

1907, the son of Sarah Alice and Harold Porter, he was

affectionately known throughout his home county of

Carroll as a compassionate, caring person and physi-

cian.

Having known since he was a boy that he wanted to

be a doctor, he graduated from Woodlawn High

School in three years and received his premedical

training at the College of William and Mary. He
graduated from the Medical College of Virginia in 1932

and interned at Lewis-Gale Hospital in Salem. In 1934

he joined Dr. Chester Nuckolls in Hillsville for the

practice of general medicine. Shortly thereafter, he

established his own practice as a “country doctor,”

caring for a variety of medical needs in the county for

the next 40 years.

Dr. Porter served as county medical examiner,

having the longest continuous service in this capacity

within the State of Virginia at the time of his death. He
had served as chairman of the Finance Committee of

Virginia and held longtime memberships in the Ameri-

can Medical Association and the Southern Medical

Association. During World War II he held the rank of

captain in the Army and received several commenda-
tions from the President of the United States for his

contribution to Selective Service, examining draftees.

He was a member of the Hillsville Rotary Club and the

Sons of the American Revolution, where he served as

Surgeon General. Genealogy was his hobby and he

was a member of First Families of Virginia and the

Jamestown Society. As a member of the Order of the

Eastern Star, he had been Worthy Grand Patron. A
member of many branches of the Masonic Orders, he

was a Thirty-Third Degree Mason and served as the

Grand Master of Masons in Virginia. He served as an

elder of the Hillsville Presbyterian Church and on the

board of directors of the Wytheville Community Col-

lege.

Dr. Porter married Virginia Lee McMillan in 1934.

They had two daughters, Patricia Newbern and Su-

zanne Burow, and four grandchildren.

Throughout his professional career, Dr. Porter’s

primary goal was to provide quality care to all his

patients. He achieved this goal with a kindness and

gentleness that earned the respect and affection of all

who had the privilege of knowing him and working

with him. His community has felt the loss of a doctor

and a friend.

Memoir of M. C. Miller

1932-1986

By Trafford Hill, Jr., MD

Dr. Murray C. Miller of Virginia Beach died Octo-

ber 23, 1986, at the age of 54.

Brought up in the Philadelphia area, Dr. Miller was
graduated from Temple University with a BA (1954)

and an MD (1958). He interned at Los Angeles General

Hospital and was in the Air Force as a general medical

officer from 1959-62. He received training in psychia-

try at Stanford University Medical Center and Temple
University Medical Center and was a graduate of the

Philadelphia Psychoanalytic Institute (1961-1973). He
was a diplomate of the American Board of Psychiatry

and Neurology. His private practice of psychiatry and

psychoanalysis in Virginia Beach and Norfolk extend-

ed from 1974 until his death.

Dr. Miller enjoyed an excellent reputation among
his colleagues. A psychiatrist’s psychiatrist, he was

often referred difficult cases, acted as a supervisor to

residents at the medical school and Portsmouth Naval

Hospital, and was consulted by peers. His patients

adored him. He was honest and empathic and helped

patients both to deal with their illness and to grow
emotionally.

He was a strong family man, proud of his sons, Jim

and Murray, and devoted to his wife, Daisy. He was a

firm believer in family unity and spent much of his free

time in family activities. He shared his protean inter-

ests with patients, friends, neighbors, colleagues, and

family in a gracious, informative and comfortable

manner. Those of us who knew Murray will sorely

miss this intelligent, warm, and caring man.

Memoir of J. R. Blalock

1898-1988

By C. C. Hatfield, MD

Dr. Joseph Rogers Blalock died March 14, 1988, at

Smyth County Community Hospital in Marion, Virgin-

ia at the age of 90. For 35 years he was superintendent

of Southwestern State Hospital in Marion.

Dr. Blalock was a past president of the Smyth

County Medical Society, as well as being active in

other professional societies and community organiza-

tions. He was a member of the Governor of Virginia’s

Advisory Road on Mental Hygiene; diplomat, Ameri-

can Board of Psychiatry and Neurology; fellow, Amer-
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ican College of Physicians; and belonged to the Ameri-

can Psychiatric Association, American Medical

Association, Virginia Neuropsychiatric Society and

Virginia Mental Hygiene Society. He was also a

member of the Southern Psychiatric Association,

Southern Electroencephalogram Society, Marion Ki-

wanis Club and the Marion Baptist Church.

With his passing, the professional has lost a con-

cerned and supportive member. He was always alert

to changes or innovations in patient care and staff

education and training. When institutional care was

superceded by outpatient supervision, Dr. Blalock

was concerned about the fate of former wards of the

state and expressed reservations about the adequacy

of the social and economic adjustments to be made, as

well as the thoroughness of therapeutic evaluation and

adjustment. These questions are still largely unan-

swered for those of us who have daily contact with

many of these people.

His personality was the envy of, and model for,

many of us. His unfailing courtesy and concern for

others carried over into his practice. To patients, he

was patient, kind and understanding; to his associates

generous, a source of encouragement and understand-

ing; to his associates generous, a source of encourage-

ment and understanding; to staff and workers always

attentive and fair in all contacts.

Survivors include one son, Joseph R. Blalock, Jr.,

Marion; two stepsons, Henry H. Brant, Marion and

James H. Brant, Wytheville.

Requiescat in peace, dear friend.

Memoir of Campbell Harris

1927-1988

By Waverly M. Cole, MD

Dr. Campbell Harris, Jr., died February 14, 1988, at

the age of 61 after six months of unsuccessful treat-

ment for malignant lymphoma.
He was born and reared in Richmond, the son of a

dedicated general practitioner of medicine, Dr. Camp-
bell Harris, Sr. He was graduated from the University

of Richmond and the School of Medicine of the

University of Virginia, then interned at Cincinnati

General Hospital. After service in the US Navy, he

completed his residency in anesthesiology at the Medi-

cal College of Virginia under the late Dr. Williams E.

Pembleton. Following the completion of his residency

program, he remained at the Medical College of Vir-

ginia with a teaching appointment and also conducted

a private practice of anesthesiology.

In 1964, he left MCV to become head of anesthesiol-

ogy at the Richmond Eye and Ear Hospital.

Dr. Harris was a gifted anesthesiologist and always

had a personal interest in his patients’ welfare. He

never succumbed to the pressures of the surgeon or

family members to administer an anesthetic until he

was sure that the patient had been evaluated properly

and was in optimal condition for an anesthetic.

Dr. Harris was a past president of both the Rich-

mond and Virginia Societies of Anesthesiology and

was a diplomate of the American Board of Anesthesi-

ology. He was an avid and skilled golfer.

Survivors include two sons, Campbell Harris III of

Richmond and Mitchell Allen Harris of Chicago; a

daughter, Mrs. Kathleen Ball of Richmond; and three

grandchildren.

He will be missed by his family and many friends.

• Gerald Wesley Atkinson, MD, Richmond neurolo-

gist; IMedical College of Virginia, 1956; age 57; died

March 20.

• William Baynard Barton, Sr., MD, Kingsport, Ten-

nessee; Vanderbilt University School of Medicine,

1936, age 87, died April 13. He was chief physician for

the Stonega Coke and Coal Company in Wise County,

Virginia, until his retirement in 1979. A son, Walter S.

Barton, MD, practices in Wytheville.

• Crosby Wendell Cartwright, MD, Emporia; Howard
University School of Medicine, 1933; age 89; died

April 15. He retired in 1980 after more than 50 years as

a general practitioner.

• Otto Anderson Engh, MD, orthopedic surgeon in

Alexandria; Temple University School of Medicine,

1933; age 83; died April 11, He founded the National

Hospital for Orthopedics and Rehabilitation in Arling-

ton.

• Alvah L. Herring, MD, Richmond, retired general

surgeon; University of Virginia School of Medicine,

1941; age 72; died March 23.

• William Alexander Read, MD, retired Newport
News internist, University of Virginia School of Medi-

cine 1933; age 80; died January 27.

• Samuel L. Rucker, Jr., MD, longtime general practi-

tioner in Moneta, Bedford County; Medical College of

Virginia, 1930; age 81; died December 20, 1987.

• Charles Edward Sutton, MD, general practitioner in

Richmond; Howard University School of Medicine,

1953; age 65; died May 16. He was a past president of

the Richmond Medical Society and the Old Dominion

Medical Society.

• John L. Tarkington, MD, Norfolk internist; New
York Medical College, 1973; age 41; died March 21.
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nizatidine capsules

Brief Summary. Consult the package insert lor prescribing information.

Indications and Usage: Axid is indicated for up to eight weeks for the treatment

of active duodenal ulcer. In most patients, the ulcer will heal within four weeks.

Axid is indicated for maintenance therapy for duodenal ulcer patients, at

a reduced dosage of 150 mg h.s. after healing of an active duodenal ulcer.

The consequences of continuous therapy with Axid for longer than one year

are not known.

Contraindication: Axid is contraindicated in patients with known hypersensitivity

to the drug and should be used with caution in patients with hypersensitivity to

other H2-receptor antagonists.

Precautions: General— 1. Symptomatic response to nizatidine therapy does not

preclude the presence of gastric malignancy.

2. Because nizatidine is excreted primarily by the kidney, dosage should be

reduced in patients with moderate to severe renal insufficiency.

3 Pharmacokinetic studies in patients with hepatorenal syndrome have not

been done. Part of the dose of nizatidine is metabolized in the liver. In patients

with normal renal function and uncomplicated hepatic dysfunction, the

disposition of nizatidine is similar to that in normal subjects.

Laboratory Tests — False-positive tests for urobilinogen with Multistix* may
occur during therapy with nizatidine.

Drug Interactions— No interactions have been observed between Axid and
theophylline, chlordiazepoxide. lorazepam. lidocaine, phenytoin, and warfarin

Axid does not inhibit the cytochrome P-450-linked drug-metabolizing enzyme
system: therefore, drug interactions mediated by inhibition of hepatic

metabolism are not expected to occur. In patients given very high doses (3,900

mg) of aspirin daily, increases in serum salicylate levels were seen when
nizatidine, 150 mg b i d., was administered concurrently.

Carcinogenesis. Mutagenesis, Impairment of Fertility— A two-year oral

carcinogenicity study in rats with doses as high as 500 mg/kg/day (about 80
times the recommended daily therapeutic dose) showed no evidence of a

carcinogenic effect. There was a dose related increase in the density of

enterochromaffin-like (ECL) cells in the gastric oxyntic mucosa. In a two-year

study in mice, there was no evidence of a carcinogenic effect in male mice:

although hyperplastic nodules of the liver were increased in the high dose males
compared to placebo. Female mice given the high dose of Axid (2,000 mg/kg/day.

about 330 times the human dose) showed marginally statistically significant

increases in hepatic carcinoma and hepatic nodular hyperplasia with no
numerical increase seen in any of the other dose groups. The rate of hepatic

carcinoma in the high dose animals was within the historical control limits seen

for the strain of mice used. The female mice were given a dose larger than the

maximum tolerated dose, as indicated by excessive (30%) weight decrement

compared to concurrent controls, and evidence of mild liver injury (transaminase

elevations). The occurrence of a marginal finding at high dose only in animals

given an excessive, and somewhat hepatotoxic dose, with no evidence of a

carcinogenic effect in rats, male mice, and female mice (given up to 360 mg/kg/

day, about 60 times the human dose), and a negative mutagenicity battery is not

considered evidence of a carcinogenic potential for Axid.

Axid was not mutagenic in a battery of tests performed to evaluate its potential

genetic toxicity, including bacterial mutation tests, unscheduled DNA synthesis,

sister chromatid exchange, and the mouse lymphoma assay.

In a two-generation, perinatal and postnatal, fertility study in rats, doses of

nizatidine up to 650 mg/kg/day produced no adverse effects on the reproductive

performance of parental animals or their progeny.

Pregnancy— Teratogenic Effects—Pregnancy Category C— Oral reproduction

studies in rats at doses up to 300 times the human dose, and in Dutch Belted

rabbits at doses up to 55 times the human dose, revealed no evidence of impaired

fertility or teratogenic effect; but, at a dose equivalent to 300 times the human
dose, treated rabbits had abortions, decreased number of live fetuses, and

depressed fetal weights. On intravenous administration to pregnant New Zealand

White rabbits, nizatidine at 20 mg/kg produced cardiac enlargement, coarctation

of the aortic arch, and cutaneous edema in one fetus and at 50 mg/kg it produced

ventricular anomaly, distended abdomen, spina bifida, hydrocephaly, and

enlarged heart in one fetus. There are, however, no adequate and well-controlled

studies in pregnant women. It is also not known whether nizatidine can cause

fetal harm when administered to a pregnant woman or can affect reproduction

capacity. Nizatidine should be used during pregnancy only if the potential benefit

justifies the potential risk to the fetus.

Nursing Mothers— Nizatidine is secreted and concentrated in the milk of

lactating rats. Pups reared by treated lactating rats had depressed growth rates.

Although no studies have been conducted in lactating women, nizatidine is

assumed to be secreted in human milk, and caution should be exercised when
nizatidine is administered to nursing mothers.

Pediatric Use— Safety and effectiveness in children have not been established.

Use in Elderly Patients— Ulcer healing rates in elderly patients are similar to

those in younger age groups. The incidence rates of adverse events and
laboratory test abnormalities are also similar to those seen in other age groups

Age alone may not be an important factor in the disposition of nizatidine. Elderly

patients may have reduced renal function.

Adverse Reactions: Clinical trials of nizatidine included almost 5,000 patients

given nizatidine in studies of varying durations. Domestic placebo-controlled

trials included over 1,900 patients given nizatidine and over 1,300 given placebo.

Among the more common adverse events in the domestic placebo-controlled

trials, sweating (1% vs 0.2%). urticaria (0.5% vs <0.01%). and somnolence

(2.4% vs 1,3%) were significantly more common in the nizatidine group. A
variety of less common events was also reported; it was not possible to

Axid* (nizatidine, Lilly)

determine whether these were caused by nizatidine.

Hepatic— Hepatocellular injury, evidenced by elevated liver enzyme tests

(SGOT [AST], SGPT [ALT), or alkaline phosphatase), occurred in some patients

possibly or probably related to nizatidine. In some cases, there was marked

elevation of SGOT, SGPT enzymes (greater than 500 IU/L), and in a single

instance, SGPT was greater than 2,000 IU/L. The overall rate of occurrences of

elevated liver enzymes and elevations to three times the upper limit of normal,

however, did not significantly differ from the rate of liver enzyme abnormalities in

placebo-treated patients. All abnormalities were reversible after discontinuation

of Axid.

Cardiovascular— In clinical pharmacology studies, short episodes of

asymptomatic ventricular tachycardia occurred in two individuals administered

Axid and in three untreated subjects.

Endocrine— Clinical pharmacology studies and controlled clinical trials

showed no evidence of antiandrogenic activity due to Axid Impotence and

decreased libido were reported with equal frequency by patients who received

Axid and by those given placebo. Rare reports of gynecomastia occurred.

Hematologic— Fatal thrombocytopenia was reported in a patient who was

treated with Axid and another H 2-receptor antagonist. On previous occasions,

this patient had experienced thrombocytopenia while taking other drugs.

Integumental— Sweating and urticaria were reported significantly more

frequently in nizatidine than in placebo patients. Rash and exfoliative dermatitis

were also reported.

Other— Hyperuricemia unassociated with gout or nephrolithiasis was
reported.

Overdosage: There is little clinical experience with overdosage of Axid in

humans. If overdosage occurs, use of activated charcoal, emesis, or lavage

should be considered along with clinical monitoring and supportive therapy

Renal dialysis for four to six hours increased plasma clearance by approximately

84%.

Test animals that received large doses of nizatidine have exhibited cholinergic-

type effects, including lacrimation, salivation, emesis, miosis, and diarrhea

Single oral doses of 800 mg/kg in dogs and of 1,200 mg/kg in monkeys were not

lethal. Intravenous LD 50 values in the rat and mouse were 301 mg/kg and 232

mg/kg respectively. PV 2091 AMP [041288)

Axid® (nizatidine. Lilly)

Eli Lilly and Company
jGfaz, Indianapolis, Indiana

46285

NZ-2903-B-849356 © i988. eli lilly and company



FAMILY PRACTICE.
AREWARDING EXPERIENCE IN

ARMY MEDICINE.
The Army has more sol-

diers with families than ever

before. So when you join the

Army Medical Team as a Fam-
ily Practitioner, expect to

spend most of your time serv-
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malpractice insurance pre-

miums, or the costs incurred

in running a private practice.

Expect to work in a

highly challenging and varied

environment. Working with a

team of highly trained profes-

sionals, you can receive

assignments almost anywhere
in the United States; the Army offers the largest system of comprehensive

health care in the nation. Family Practice positions are also available overseas,

in Germany and Korea.

The benefits package available to Army Family Practitioners is quite

attractive. You’ll receive 30 days paid vacation, opportunities to continue edu-

cation and conduct research, a chance to travel, and reasonable work hours.

All in all, your Army Family Practice will be a rewarding experience. Not
only for you, but for Army families, too. Talk to your Army Medical Depart-

ment Counselor for more information. ______ _ARMY HEALTH CARE TEAM
Federal Office Building

400 North 8th Street

PO Box 10167
Richmond VA 23240-0167
(804) 771-2354
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You never see a sports medicine

specialist lurking around Dr. Frank

Whitehouse’s favorite sport. That’s

because you just don’t get anterior

cruciate ligament tears or plantar

fasciitis in skeet shooters. In fact,

within Dr. Whitehouse’s observa-

tion you don’t get any injuries in

skeet shooters at all.

“Oh, once during practice a guy

got hit in the cheek by a stray pellet,

but he just scratched it out,” Dr.

Whitehouse recalled. That was the

only injury his memory played back

out of the myriad shooting matches

from which he has wrested innumer-

able awards, medals and trophies.

For the past eight years he has been

on the all-state skeet team and has

won 14 championships; in 1985, he

creamed the competition by winning

four our of five events and placing

second in the fifth, thereby also net-

ting the high overall award.

Last year he embarked on interna-

tional competition, entering the

World Skeet Shooting Champion-

ship in Texas. Straightaway he won
a first in the mini-world division and

a veteran’s championship in the

sporting clay events. He is now only

400 shy of shooting 25,000 competi-

tive targets, at which point he will be

eligible for a special award.

Francis R. Whitehouse began hunt-

ing birds and rabbits as a boy in the

fields and woods around Lynchburg.

Today, while five fellow practitio-

ners look after his patients, Dr. Whi-

tehouse travels to Denmark and

Wales to shoot pheasant, to Scot-

land for grouse, to Hudson Bay for

geese, to Spain for partridges. In

February he was in Argentina shoot-

ing doves.

Bird dogs were his hunting com-
panions when he was young, but in

1951, when he couldn’t find a satis-

factory' bird dog, he bought a beagle;

the beagle activated the Whitehouse

competitive spirit and led to a kennel

full of beagles, the dog show circuit

and a bale of ribbons. Now he keeps

ten beagles for hunting purposes.

In further pursuit of competitive

situations, Dr. Whitehouse plays

tournament bridge (he’s a senior

master in the American Contract

Bridge League) and golf.

All this is in addition to the central

motivator in Frank Whitehouse’s

life, medicine. He has been a prac-

ticing internist in Lynchburg since

1947 and at 74 enjoys putting in four

days a week at the office. When
Anita Blackburn of the Lynchburg

News and Daily Advance asked him

recently about retirement, he an-

swered, “You’re nuts. All these

hobbies can’t keep me busy enough

to replace my practice.”

For outstanding service to his

community, Dr. Harold W. Nase,

Farmville surgeon, was given the

first Community Builder Award of

Farmville’s Masonic Lodge. Dr.

Nase is Scoutmaster of Troop 6518,

serves as medical examiner for

Prince Edward County, and sits on
the board of directors of Southside

Community Hospital and Prince Ed-

ward Academy.

At an assembly at Covington High
School, Dr. William J. Ellis received

a team football and words of praise

from the varsity football team and its

head coach for his 41 years as team

physician for the Covington Cou-
gars.

Dr. Dennis G. Jurs, pediatrician,

has been elected chief of staff at

Johnson Memorial Hospital in Ab-
ingdon.

In Pulaski, Dr. Donald E. Yoder,

internist, is the new chief of the

medical staff at Pulaski Community
Hospital.

Dr. Parmond K. Sapra, Norton

pediatrician, is the new chief of the

medical staff at Norton Community
Hospital.

Dr. R. Scott Jones, Charlottesville,

was the recipient at last year of the

distinguished alumnus award of the

Duke University Medical Alumni

Association. He is chairman of the

Department of Surgery at the Uni-

versity of Virginia Medical Center.

Champion Whitehouse and the Beretta sporting clay gun with which he won a

world title. Photograph by Lynn Hey for Lynchburg News!Daily Advance.
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Tributes to Leonard Weyl

inspire addition, admonition

The tributes to Leonard Weyl in the June issue 1 were

most moving and very fitting for such a wonderful

man. None, however, noted his enormous contribu-

tions to the State Board of Health, where he served

with great distinction and towered over all others.

Although I had meetings with Dr. Weyl earlier, it was

my association with him at the Board meetings, when I

was Assistant Health Commissioner, that brought me
to appreciate fully his interests, perspectives and

analytical abilities.

I miss his guidance and wise counsel.

Bedford H. Berrey, MD
4421 Old Fox Trail

Midlothian VA 23112

1. Brown RS et al. Remembering Leonard Weyl. Va Med
1988;115:290-5

The section in the June issue on the early demise of

Dr. Leonard Weyl, who died only a few weeks after

heart disease was diagnosed, reminds me that 1200

deaths due to heart disease occur each day outside of

the hospital in the United States, and 300 of these

persons were unaware that they had heart disease. I

believe many of these deaths could be prevented by

cardiovascular screening, and I believe physicians

should be more amenable to screening for cardiovas-

cular disease. I am referring to screening for them-

selves, not just for their patients. Once an individual is

aware that he or she has coronary obstructive disease,

then it is possible to institute rehabilitative efforts even

though the individual has minimal complaints.

My interest in sudden death from cardiac arrest

began with my work 20 years ago in the area of

emergency medical services. I tried to develop support

for adding to the rescue squads more sophisticated

programs for the management of cardiac problems,

particularly ventricular fibrillation. Even though im-

plementation did occur, major problems still exist.

Charles L. Baird, Jr., MD
Virginia Heart Institute

205 North Hamilton Street, Richmond VA 23221

From a physician in Alaska,

a correction in terminology

I am writing to comment on Dr. W. K. Blaylock’s

short paper in the May issue of Virginia Medical .

1

Although I felt it was an excellently written piece and

Virginia Society of Medical Assistants
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of interest to clinicians in general, I want to point out

an error in terminology. Specifically, Dr. Blaylock

referred to classic bullous erythema multiforme as the

Stevens-Johnson syndrome. I feel that this is in error.

It is my understanding that the term Stevens-Johnson

syndrome should be reserved for those individuals

who have severe erythema multiforme, including the

bullous variety, but who also have extensive mucus
membrane involvement, are febrile and quite toxic .

2 It

is a common error in terminology to use the term for

less severe manifestations of erythema multiforme,

rather than reserving it for those with the full-blown

syndrome. I feel certain that Dr. Blaylock would agree

with my correction.

Thomas P. Senter, MD
636 Barrow Street

Anchorage AK 99501

1. Blaylock WK. Toxic epidermal necrolysis: lethal drug

reaction. Va Med 1988;115:226-7

2. Shuster S. Dermatology in Internal Medicine. Cam-
bridge England, Oxford University Press, 1978
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How to record, report vaccine data

To comply with the newly

implemented National Child-

hood Vaccine Injury Act, all

health care providers who
administer certain vaccines

and toxoids must record se-

lected information and report

special events. The require-

ments were outlined in the

Morbidity and Mortality

Weekly Report for April 8,

1988 (Vol. 37, No. 13), from

which Table 1 is reprinted.

The law applies to the vac-

cines and toxoids specified

in the Table. It also will ap-

ply to DTP combined with

inactivated poliovirus vac-

cine (DTP/Polio combined) if

it becomes available.

Any health care provider

who gives one or more of

these vaccines or toxoids

must record the following

data in either the recipient’s

permanent medical record or

a permanent office log or

file: the date the vaccine was
administered, the manufac-

turer and lot number of the

TABLE 1. Reportable events following vaccination

Vaccine/Toxoid Event Interval from Vaccination

DTP, P, A. Anaphylaxis or anaphylactic shock 24 hours
DTP/Polio B. Encephalopathy (or encephalitis)* 7 days
Combined C. Shock-collapse or hypotonic-

hyporesponsive collapse*
7 days

D. Residual seizure disorder* (See Aids to Interpretation*

E. Any acute complication or sequela
(including death) of above events

No limit

F. Events in vaccinees described in

manufacturer's package insert

as contraindications to additional

(See package insert)

doses of vaccine* (such as convulsions)

Measles, A. Anaphylaxis or anaphylactic shock 24 hours
Mumps, and
Rubella; DT,
Td, Tetanus

B. Encephalopathy (or encephalitis)* 15 days for measles, mumps,
and rubella vaccines; 7 days
for DT, Td, and T toxoids

Toxoid C. Residual seizure disorder* (See Aids to Interpretation*)

D. Any acute complication or sequela
(including death) of above events

No limit

E. Events in vaccinees described in

manufacturer's package insert as
contraindications to additional

doses of vaccine t

(See package insert)

Oral Polio A. Paralytic poliomyelitis
Vaccine — in a non-immunodeficient recipient

— in an immunodeficient recipient
— in a vaccine-associated community case

30 days
6 months
No limit

B. Any acute complication or sequela
(including death) of above events

No limit

C. Events in vaccinees described in

manufacturer's package insert as
contraindications to additional

doses of vaccine +

(See package insert)

Inactivated A. Anaphylaxis or anaphylactic shock 24 hours
Polio

Vaccine
B. Any acute complication or sequela

(including death) of above event
No limit

C. Events in vaccinees described in

manufacturer's package insert as
contraindications to additional
doses of vaccine*

(See package insert)

vaccine, and the name, ad-

dress, and title of the person

administering the vaccine.

Reports of events involv-

ing vaccines purchased pub-

licly (i.e., paid for by federal

state, and/or local govern-

ment funds) should be placed

with the local, county, or

state health department,

which will in turn send the

information to the Centers

for Disease Control.

If the involved vaccine

was purchased privately, the

health care provider must

*Aids to Interpretation:

Shock-collapse or hypotonic-hyporesponsive collapse may be evidenced by signs or symptoms such as
decrease in or loss of muscle tone, paralysis (partial or complete), hemiplegia, hemiparesis, loss of color or
turning pale white or blue, unresponsiveness to environmental stimuli, depression of or loss of conscious-
ness, prolonged sleeping with difficulty arousing, or cardiovascular or respiratory arrest.

Residual seizure disorder may be considered to have occurred if no other seizure or convulsion unaccompa-
nied by fever or accompanied by a fever of less than 102 °F occurred before the first seizure or convulsion after

the administration of the vaccine involved,

AND, if in the case of measles-, mumps-, or rubella-containing vaccines, the first seizure or convulsion
occurred within 15 days after vaccination OR in the case of any other vaccine, the first seizure or convulsion
occurred within 3 days after vaccination,

AND, if two or more seizures or convulsions unaccompanied by fever or accompanied by a fever of less than
102 °F occurred within 1 year after vaccination.

The terms seizure and convulsion include grand mal, petit mal, absence, myoclonic, tonic-clonic, and focal
motor seizures and signs. Encephalopathy means any significant acquired abnormality of, injury to, or
impairment of function of the brain. Among the frequent manifestations of encephalopathy are focal and
diffuse neurologic signs, increased intracranial pressure, or changes lasting at least 6 hours in level of
consciousness, with or without convulsions. The neurologic signs and symptoms of encephalopathy may be
temporary with complete recovery, orthey may result in various degrees of permanent impairment. Signs and
symptoms such as high-pitched and unusual screaming, persistent unconsolable crying, and bulging fontanel
are compatible with an encephalopathy, but in and of themselves are not conclusive evidence of encepha-
lopathy. Encephalopathy usually can be documented by slow wave activity on an electroencephalogram.
TThe health-care provider must refer to the CONTRAINDICATION section of the manufacturer's package insert
for each vaccine.

complete Adverse Reaction Report-FDA form 1639 and send it to the Food and Drug Adminis-
tration, HFN-730, Rockville MD 20857. For copies of form 1639, write to the FDA, or copy the
form printed in the FDA Drug Bulletin, Physicians' Desk Reference (physicians’ edition), USP
Drug Information for Health Care Providers

,
and AMA Drug Evaluations.
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HCA Peninsula Hospital

and

The Professional Health Foundation

are pleased to announce

the appointment of

William J. Farley, M.D.

as

Medical Director

of the

Professional Health Foundation

A Program for Impaired Professionals

HCA ftninsula Hospital
2244 Executive Drive

Hampton, Virginia 23666

1-800-759-1001



MEDftTES
AT THE AMA: YOU WIN SOME, YOU LOSE SOME

’’The Medical Society of Virginia cannot continue
to lose members as it has over the past three
years; therefore, we feel that Virginia and the
other unified states should be exempted from
the proposed dues increase.” That was the message
MSV President Glenn B. Updike, Jr., took to the
recent American Medical Association meeting in
Chicago. Speaking first at a meeting of the six
unified states (Virginia, Mississippi, Illinois,
Oklahoma, Delaware, Kansas) and later during
the reference committee’s consideration of the
$23 dues lift, Dr. Updike cited these figures:
Unification in 1985 netted the AMA a gain of 1,600
new members, but it dealt The Medical Society of
Virginia a loss of 1,400 members, and this loss
has been only partially offset by the acquisition
of 750 new members. "We believe that significant
uncertainties ... exist with the unified societies
and our membership problems, which translate into
AMA membership problems,” he added. No one in either
venue rose to support Dr. Updike's position, and
the next day the dues increase slid through the
AMA House without exemption. Dr. Updike will confer
with Council in September on a way to absorb the
dues increase, he told the Medibytes reporter, so
that MSV/AMA members are spared a higher tab in
1989.

The Virginia delegation had better luck with
its resolution asking the AMA to "expedite the
development of a universal form that would be acceptable
for all health insurance claims." Again Dr. Updike
was the spokesman, pointing out to the reference
committee that the resolution arose because of a
burdensome new claims form implemented by Blue Cross
and Blue Shield of Virginia, and, he warned, similar
Blues action might be forthcoming in other states. This
time the reference committee sat up and took notice,
sending the resolution on to the House with a
recommendation to adopt, which the House duly
followed. The universal form, said the resolution,
should be framed so as to remedy inequities of the
carrier's new form, especially the increased clerical
burden it imposes and its request for data unrelated
to the medical problem.

Thanks to diligent campaigning by his peers
in Virginia before the meeting and by the Virginia
delegation at the meeting. Dr. Richard A. Fields,
Fairfax, was elected to the AMA’s Council on
Constitution and Bylaws. —A.G.
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Treating

Chronic Illness

In Children

And Adolescents

Conference

Friday and Saturday, October 21 and 22

Williamsburg Lodge

Williamsburg, Virginia

Sponsored by

Department of Pediatrics

Medical College of Virginia

Richmond, Virginia

and

CUMBERLAND
Kfb A Hospital for Children

and Adolescents

New Kent, Virginia

For more information, call

804-737-7713 (Richmond)

800-552-1828 (Virginia)

800-368-3472 (outside Virginia)
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Imagine
a machine
THATCAN
DOTHISTO

We're proud to announce the introduction of Extra-

corporeal Shock Wave Lithotripsy as a new feature ofour

kidney stone treatment program. This new device makes
it possible to pulverize and eliminate kidney stones with-

out invasive surgery Now you have the opportunity to

participate in this state-of-the-art procedure at CAMC's
High Tech Center here in Charleston, West Virginia.

The Lithotripter uses shock waves to bombard kid-

ney stones into sand-like particles inside the body. The
residue is then easily passed. Although the theory

behind Lithotripsy is simple, the process is precise. The
stone is pinpointed inside the body with fluoroscopy

and shock wave firing is synchronized with the patient's

heartbeat by electrocardiogram. Usually, the entire pro-

cess takes about an hour.

As you can imagine, Lithotripsy offers many benefits

to kidney stone patients. The process is less painful,

entails fewer side effects, and recuperation is quicker

than with conventional surgery. It's even less expensive

than surgery.

We're encouraging all area urologists to apply for

privileges in Extracorporeal Shock Wave Lithotripsy.

We invite you to visit CAMC and see the lithotripter

in action. Come and learn about this revolutionary

therapy. We will happily provide you with a brochure

for your use as well as brochures for your patients.

For your brochures or other information about

Lithotripsy and our kidney stone treatment program,

call CAMC: in West Virginia at 1-800-654-0159; from

out of state, call 304-340-7315.

CAMC
Charleston Area Medical Center

We Care For West Virginia



Is Health Care a Right or a Privilege?

The concept of a health policy as an integral part

of social justice is essentially in its infancy.

Although glimmerings of social obligations to health

care for the citizenry appeared in Elizabethan En-

gland, it was not until this century that its recogni-

tion was made in any practical form. The Germans
initiated national health care around the turn of the

century; the French followed later, and the British

National Health System began immediately after

World War II. Canada followed suit more recently.

The United States is the only advanced nation, to

my knowledge, without a national health policy

(excluding, of course, Medicare, Medicaid and the

public health system).

The fundamental question is, “Does the mere

existence of a need for health care create a right to

it?”

So-called “medical individualists” invoke the

principles of political libertarianism to conclude

that no such right exists or should exist. They see

the claim to health care as a claim to someone else’s

services and argue that no one ever has a right to

the labor of another unless that labor is provided as

a result of a voluntary agreement. Would you apply

the same reasoning to the police, firefighters, and

public education?

Internist Mark Siegler, is opposed to the concept

of rights to health care because of its effect upon
government, the medical profession and the rights

of people but does concede that a well-constituted

society has duties and obligations that derive from

the ideals of the society or from a sense of decency,

humanity or virtue.
1

The Declaration of Independence states that all

men are created equal and that among their inalien-

able rights are life, liberty and the pursuit of happi-

ness. The preamble to the Constitution includes the

phrase “promote the general welfare.” Article 9 of

the Bill of Rights states, “The enumeration in the

Constitution of certain rights shall not be construed

to deny or disparage others retained by the peo-

ple.” Since mental and physical health is inextrica-

bly bound to these primary inalienable rights, then

the right to health care appears to be a secondary

right derived from the Declaration.

It is quite clear that the health of our citizens has

a significant impact upon our national economic life

Presented in expanded form before the Richmond
Academy of Medicine on October 13, 1987, as part of a

program on medical ethics. Address correspondence to

Dr. Morey at 900 North Hamilton Street, Richmond VA
23221.

and productivity. This is evidenced by the strong

stand that the labor unions have taken. You may
recall the efforts of Walter Reuther, then head of the

AFL-CIO, who collaborated with Sen. Edward
Kennedy in the early fifties to obtain a national

health system similar to the British system.

John Ehrenreich states that “medical care is a

good probe of the quality of a society. It reveals

how a society deals with the fundamental, individ-

ual and social experiences as birth and death, pain,

disability, suffering and aging.”
2 Viewed through

the prism of its medical system, he says, the United

States appears a very unhealthy society indeed.

Many modern American philosophers and writers

have stressed that there is something special about

health care and that it should be treated differently

from other social goods. The concept of distributive

justice demands that health care should be distribut-

ed equally. Braybrooke makes a distinction be-

tween “course of life needs” and personal prefer-

ences.
3

In our capitalist society the free market system

determines the satisfaction of adventitious needs or

personal choices but does not lend itself to the

resolution of health care needs, since those most in

need are least likely to be able to afford adequate

health care.

In John Rawls’ theory of social justice individuals

must have equal opportunity of access to those

things which will enhance their pursuit of happi-

ness.
4

Clearly, access to adequate health care is

fundamental to this theory.

I am forced to the conclusion that we do indeed

have a right to adequate health care, and govern-

ment has an obligation to ensure its provision. This

conclusion, however, does not address the question

of what constitutes adequate health care, how it

should be paid for and administered, and, if funds

are inadequate for Cadillac medicine for everyone,

what should be the ground rules for its rationing.

These problems are far more difficult to resolve

than the abstract discussion of rights versus privi-

leges.

Dennis A. J. Morey, MD

1. Siegler M. A physician’s perspective on the right to

health care. JAMA 1980;250:1591-2

2. Ehrenreich J. The Cultural Crisis ofModern Medicine.

New York, Monthly Review Press, 1978

3. Braybrooke D. “Let needs diminish that preferences

may prosper.” Studies in moral philosophy. Am Philo-

sophical Quarterly, Monographic Series #1, 1968

4. Rawls J. A Theory of Justice. Cambridge, Massachu-

setts, Harvard University Press, 1971
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Whose Interest Should Have Priority?

E. Armistead Talman, MD, Richmond, Virginia

Ethics is what you do and what you are, says the author at the outset, and he
proceeds to explore two areas of practice in which he has encountered ethical

dilemmas: HMO “gate keeping” and taking care of the elderly. Illustrating the

latter category with four case reports, he concludes, “I had fallen into the same
trap that each of us does each day. We react to the diagnosis rather than the

patient.”

S hortly before my participa-

tion in this panel on medical

ethics someone said to me, “I hear

you are going to be an ethicist.” I

could not help but smile because I

had recently read an article in Amer-
ican Medical News by Joseph D.

Wassersug, MD, that said:

Almost overnight and with little fan-

fare a new professional, the ethicist, has

appeared on the medical scene. And
these new professionals have created a

role for themselves—guiding physicians

in the ethical and moral problems relat-

ing to the management ofpatients, espe-

cially those who are seriously ill. Who
are these ethicists? Who needs them? An
ethicist is almost anyone who identifies

himself as such . . . While the ethicists

and the philosophers view medical ethics

Derived from a presentation before the

Richmond Academy of Medicine on Oc-
tober 13, 1987, as part of a program on
medical ethics. Address correspondence
to Dr. Talman at 1401 Johnston-Willis

Drive, Richmond VA 23235.

as an intellectual exercise or discipline,

it is my contention—to the contrary—
that medical ethics is a practicing art.

Ethics is what you do, what you are, not

what you think or preach. . . .

With the disclaimer that I am defi-

nitely not an ethicist, one must agree

with Dr. Wassersug that ethics is

what you do and what you are.

Therefore, I would like to share with

you a little of my experience with

respect to two general areas of clini-

cal practice that have presented ethi-

cal dilemmas for me. Both focus on

the critical question: Whose interest

should have priority?

The first is illustrated by the fol-

lowing dialogue to which I was an

audience. A doctor approached me
in the doctors’ lounge and said, “I

have a problem with one of your

associates. I was called from the

emergency room about a patient and

I authorized a surgical consult and

surgery if necessary. Your associate

later requested an urological and

gastrointestinal consultation which I

did not authorize. This was money
out of my pocket. The patient had

some type of unusual problem and

had to go to the Medical College of

Virginia. The first I heard was when
the mother called for a retroactive

authorization. This was money out

of my pocket which I did not autho-

rize.”

I said to the doctor, “It sounds to

me as if the consultants and the

treatment might have been in the

best interest of the patient.”

The doctor said, “Yes, that is

right, but this was money out of my
pocket and I did not authorize it. If it

happens again it might affect my
referral choice.”

Three times in three minutes he

had said, “.
. . money out of my

pocket.”

This conversation emphasizes the

lurking danger to strict adherence to

the gatekeeper approach. All physi-

cians, as patient advocates, must
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continually question business poli-

cies that potentially compromise the

quality of patient care.

The American College of Sur-

geons has made very clear its posi-

tion with respect to the gatekeeper

concept:

The gatekeeper concept carries an in-

herent financial incentive for the case

manager (gatekeeper) to provide a mini-

mum level of care, or to provide person-

ally a level or kind of care for which the

gatekeeper is notfully qualified. There is

a tendency to avoid referral to special-

ists in order to consume as little of the

capitatedfee as possible. Thus, the Col-

lege is concerned that in cases where the

gatekeeper is financially at risk, the

quality of services provided to patients

could be diminished . . .

Another concern is the potential bad

effect of a system that could make the

patient a bargaining chip in the pattern

of referral. The American College of

Surgeons has always discouraged finan-

cial arrangements that, in effect, offer an

inducement for referral, believing that

referrals should be made rather to those

individuals whose care is demonstrably

superior. Fee splitting is one form of

unethical inducement; it could be facili-

tated under the gatekeeper approach.

The gatekeeper concept is ram-

pant in the HMO scenario. Is it

ethical? If you are not sure, then ask

yourself, Whose interest should

have priority? Suppose you or a

member of your family, or for that

matter, the president of a company
advocating an HMO, was required

to obtain authorization prior to see-

ing a specialist. If the gatekeeper

concept is not ethical, what should

be the response of organized medi-

cine in reacting to its presence?

In the other broad area of con-

cern, taking care of the elderly, I

challenge you with four diagnoses as

each was presented to me for emer-

gency treatment: 1) small bowel ob-

struction with strangulation; 2) rup-

tured aneurysm; 3) mesenteric

occlusion with dead bowel; and 4)

tension pneumothorax. Here are the

details—not about the diagnoses but

about the particular patients with

these diagnoses.

Case 1.

I was called in the middle of the

night to operate upon a patient with

small bowel obstruction and strangu-

lation. Permission had already been

obtained by the family doctor from

the patient’s sister. I arrived to find a

small, shriveled up, frail, 70-year-

old, lethargic lady with chronic ar-

thritis. Her arms and legs were so

contracted that it was difficult to get

to her abdomen to operate. I asked

myself, “What are we really doing

here?”

Three days later when the patient

had been extubated from the respira-

tor, I happened to walk into the

room at the same time as her sister.

The patient, who could now speak,

asked her sister, “Why did you let

them do this to me? I begged you
never to do this.”

Subsequently, I asked the pa-

tient’s sister, “Why did you give

permission for us to operate?” She

responded, “I have been taking care

of her for 12 years and she told me
many times in the past five years,

‘Don’t do anything to prolong my
life,’ but I was not sure I could bear

the guilt. I did not think I would get

any support from the doctors or

from my minister.”

Whose interest should have had

priority—the sister’s or the pa-

tient’s? Incidentally, it is my under-

standing that even if this patient had

signed a living will, the law in Virgin-

ia refers only to withholding life pro-

longing procedures for “a terminal

condition.” It would not have ap-

plied to this miserable lady crippled

with chronic painful arthritis.

Case 2.

A very alert, 88-year-old lady was

seen in my office with her daughter

because of an asymptomatic six-cen-

timeter abdominal aortic aneurysm.

We discussed the risk of this condi-

tion and the question of elective sur-

gery. The patient said, “I do not

want to be operated upon.” She

made that clear to me and to her

daughter. I asked, “What do you

want us to do when it ruptures and

you are brought to the emergency

room?” She said, “I will go home
and talk about it with my daughter

and we will let you know.”
Subsequently the daughter sent

the following letter to the hospital:

“My mother knows that she has an

abdominal aneurysm. She told Dr.

Talman and her family doctor that if

the aneurysm leaks she does not

want to be operated upon. She will

soon be 89 years old; and therefore

as her closest relative, I feel I can-

not, in good faith, consent to such an

operation if such an emergency

arises.”

The hospital sent a letter to the

daughter stating that the hospital it-

self could not honor this request and

advised her to talk to her doctors.

Nine months later, again in the

middle of the night, I received a

telephone call from one of my asso-

ciates with the message that there

was a patient in the emergency room
with a ruptured aneurysm. Permis-

sion had been signed and the operat-

ing team had been called.

As soon as I left my bed I knew
intuitively who the patient was.

When I arrived at the hospital I said

to the daughter, “You wrote a letter

previously that told us what your

mother did not want to do under

these circumstances. Have you

talked to her about what she wants

to do now”? She answered, “No, I

just signed the permit.” I suggested
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that we talk to her mother who was

still very alert. She said, “I still do

not want any surgery.” We did not

operate upon her and she died.

Later the daughter wrote a very

moving letter which indicated that,

at least for her family, this had been

an acceptable choice for her moth-

er—and for them.

Sometime later I asked the daugh-

ter, “Why did you sign the permit?”

She said, “I wrote to the hospital

and they said that they could not

accept my request. So, when I got to

the hospital I did not think I had

much choice. I had to let them do

what they thought best.” Whose in-

terest had achieved priority?

Case 3.

Surgical consultation was request-

ed for a lady who had an acute

surgical abdomen, hypotension, and

acidosis secondary to sepsis and was

suspected of having mesenteric vas-

cular occlusion with dead bowel.

However, the patient was 90 years

old and a resident of a nursing home.

She had been bedridden and unable

to turn herself for two years and was

totally aphasic. Her doctor said, “I

believe she needs to be operated

upon, she’s got dead bowel.” The

doctor had already written a no
code order. I said to the doctor, “I

have always had trouble operating

on patients who are no code.” He
said, “Well, one of your colleagues

would not consider that a problem.”

The note that the doctor had writ-

ten in the chart stated, “The family

wants the patient to be made com-

fortable and treated but no life sup-

port,” Yet we were being asked to

operate on her. In speaking with the

daughter and the minister I found

that the patient had clearly stated

that she never wanted any surgery if

anything happened to her. So we did

not operate on this lady.

What should be our ethical re-

sponsibilities for a no code

—

no car-

diopulmonary resusitation for an ar-

rest? That is what the words mean;
but what about the elective respira-

tor, the dialysis, the antibiotics, the

hyperalimentation, blood transfu-

sions or feeding tubes? What about

Hospital Ethics by Committee
Surveys made in 1985 indicate that the percentage of hospitals

nationwide with established ethics committees may be as high as 60%,
more than double the figure for 1983. Moreover, two-thirds of 200

hospitals surveyed by the American Academy of Pediatrics had infant

care review committees.

The majority of existing ethics committees do not view themselves

as primary decision-makers but rather as having consulting, informa-

tion, and consensus development roles. The most controversial role of

a hospital ethics committee is as a consulting group for urgent

decisions about withholding, withdrawing, or continuing life-sustaining

medical care.

One of the thorniest issues facing these committees seems to be what

policies to adopt with regard to their own privacy. Should patients and

their families or guardians be allowed to sit in on pertinent committee

deliberations? Should they at least be informed that their case is to be

discussed? The doctor-patient relationship could be complicated if

patients had to be told that the decisions of their primary physicians

might be modified or even overruled by a committee not composed
entirely of physicians.

Another problem for these committees is the question of liability for

decisions made by hospital ethics committees. The ethics committee of

a Los Angeles County hospital is being sued for malpractice by

Elizabeth Bouvia, the cerebral palsy patient who has alleged she was
force-fed.

Intensifying efforts to control health care costs adds yet another

complication to the work of these committees. Cost containment is not

an issue most of these committees would relish considering, yet for

several reasons it may be only a matter of time before these commit-

tees find themselves important participants in the debate over the

allocation of scarce health resources.

On the positive side, hospital ethics committees may be in a unique

position to help hospitals, practitioners and the public face the issues

created by advancing technology, an aging population, and increasing-

ly knowledgeable patients. Their influence will derive not from the

rules that arbitrarily endow all committees with authority but from the

respect each is able to command. If they are broadly conceived to

include the sharing of medical knowledge and ethical beliefs, they will

provide opportunities to address today’s dilemmas and think creatively

about solutions.

Charles F. Beorn, MD
Excerpted from a presentation before the Richmond Academy of Medicine

on October 13, 1987, as part of a program on medical ethics. Address

correspondence to Dr. Beorn at 1233 Mall Drive, Richmond VA 23235.
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surgery on such patients? Are we
really asking the family, “What does

this patient want?” Or, are we just

writing no code which to the nurse

means only that they are not to call

code blue, whereas the order fails

to address these other consider-

ations.

Case 4.

A 91 -year-old lady who was per-

fectly well stopped her car to open a

gate. The brake slipped and the car

ran over her leg. Complications rap-

idly progressed until she was barely

responsive, receiving dialysis, on a

respirator and had a tension pneu-

mothroax. My involvement in the

case began when the patient’s physi-

cian asked me to view her chest x-

ray. It revealed a fluffy, bilateral

infiltrate, severe ARDS and a large

tension pneumothorax.

I notified the nursing unit to have

a chest tube ready for insertion and

to have the patient’s son sign the

permit. The son was not available at

that time. However, as I was stand-

ing at the patient’s bedside getting

ready to insert the tube the son en-

tered the room and asked, “What
are you doing to my mother? Don’t

you think it is time to let her go

peacefully?”

I learned that the son’s wife had

died of cancer, and he and his moth-

er together had discussed what she

wanted done, or rather not done,

under these circumstances.

So once again I had fallen into the

same trap that each of us does each

day. We react to the diagnosis rather

than the patient. As one of my ortho-

pedic colleagues said, “It is like a

kid with a new hammer—pretty soon

everything begins to look like a

nail.”

D ying is without doubt a fam-

ily event. It is quite difficult to

be a relative and to let go. Conse-

quently, the prevailing tendency is

to deliver these patients to the hospi-

tal and to let The System decide.

The easiest choice for the family,

and by far the easiest choice for

physicians, is to do everything possi-

ble; then no one carries any guilt.

More significantly, no one has to

wrestle with these value dilemmas or

take the time. It takes time for fam-

ilies and doctors to ask penetrating

questions of the elderly ahead of the

fact: “Grandmother, when I have to

take you to the hospital, what do you

want me to do if they say you have

to undergo an operation in order to

live?” And then honor what she

says.

Two of the four patients that I

have described clearly stated that

they did not want surgery; yet one

was operated upon in spite of her

wishes, and the permit was signed

for the other patient.

Recently, I heard an address by

Dr. Ken Crispell, retired dean of the

University of Virginia Medical

School and former chief of medicine.

His advice to a lay audience in a talk

he gave about the proper care of the

dying was “Don’t get in The Sys-

tem.” It seems to me that this is a

very serious indictment of American

medical care when the former dean

of a medical school recommends for

terminal disease, “Don’t get in The
System.” However, a similar mes-

sage appeared recently from a differ-

ent direction in Sports Illustrated :

When Bob Oden [aformer editor] real-

ized that he was too ill ever to hike in the

mountains surrounding his Salt Lake
City home, his reaction was entirely pre-

dictable and proper to those of us who
knew him: “I made the doctor promise

that when I got toward the end he would

see to it that I was not kept in the

hospital hooked up to a bunch of tubes

and motors and monitors like a labora-

tory experiment. I made him promise

that I would be at home in my own bed,

drinking my own martinis with people

who preferably had nothing to do with

the medical profession.”

Hospice experts like Balfour

Mount tell us over and over, “Meet
the patients where they are and not

where you want them to be or where

you think they ought to be.” In

order to do this, all of us—society,

family, ministers, nurses and doc-

tors—have to work to find out what

the patient does or does not want in

every major clinical situation. This

will invariably produce ethical di-

lemmas for the families as well as for

each of us, but it will become consid-

erably easier if we make ourselves

pause to answer, Whose interest

should have priority?

Help for a troubled friend is only a phone call away.

If you suspect a colleague is experiencing problems with alcohol or drug abuse, don’t contribute to the

"conspiracy of silence," call The Medical Society of Virginia's Physicians’ Health and Effectiveness

Committee. A non-punitive approach through rehabilitation is an alternative. Your report will be kept

confidential. Ask for Jeanne Douglas at MSV headquarters, (804) 353-2721.
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Early Results of a New
Heart Transplant Program in Virginia

Edward A. Lefrak, MD, Annandale, Virginia

Citing 12 months of data from the new heart transplantation program at Fairfax

Hospital in Northern Virginia, the author reports a high early survival rate and a

low incidence of serious infections. Donor hearts for all of the first nine

transplant patients came from the local area, shortening the cold ischemic times
of the explanted hearts, and organ donations increased regionally.

D ecember 1987 marked the 20th anniversary of

the first successful human-to-human heart

transplantation by Dr. Christiaan Barnard in

Cape Town, South Africa.
1 During these first two

decades of experience, clinical results improved stead-

ily. Advances were founded upon thoughtful analyses

of problems leading to innovative changes in diagnos-

tic and therapeutic strategies. One-year survival rates

after heart transplantation progressed from 20% in

1968 to 80% in 1986.
2 The improvement in results led

to the development of heart transplant programs at

hospitals throughout the world. The aim has been to

ease the emotional and financial stress of heart trans-

plantation on patients and their families, to enhance
donor heart recruitment and utilization plans, and in

many situations, to improve patient care and survival

rates.
3 '6 With these goals in mind, the Fairfax Hospital

cardiac transplantation program was initiated in De-
cember 1986.

Recipients

During the first year of the heart transplantation

program (December 1986 to January 1988), 39 patients

were referred to Fairfax Hospital as potential candi-

dates. At the end of the year, 33 patients were alive

Address correspondence to Dr. Lefrak at 3301 Woodburn
Road, Suite 301, Annandale, VA 22003.

Submitted 1/20/88, revised 2/18/88.

and six had died. Two patients died in the hospital

during the preliminary evaluation stage, three died

after being rejected as candidates because of other

major irreversible disease processes, and one patient

who had been accepted, died in the hospital awaiting a

donor heart. Of the 33 patients still alive, nine under-

went successful orthotopic heart transplantation at

Fairfax Hospital, one patient improved appreciably

following coronary artery bypass, and the remainder

are being further evaluated or managed pharmacologi-

cally (Table 1).

The ten patients accepted for heart transplantation

had severe heart failure. The etiology of the ventricu-

lar dysfunction was ischemic heart disease in four

patients and idiopathic dilated cardiomyopathy in six

patients. The left ventricular ejection fraction ranged

between 5% and 15% with a mean of 9% (normal

<50%). Seven of the ten patients required inhospital

Table 1. Patients Referred to Fairfax Hospital for Heart

Transplantation, Dec. 1986-Dec. 1988.

No. Alive Dead

9 Heart transplantation 9

5 Evaluation in progress 5

15 Too well (1 coronary artery bypass) 15

(1)

2 Died During evaluation 2

7 Rejected for medical reasons 4 3

1 Accepted; died waiting 1

Total 39 33 6
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care and monitoring while awaiting a donor and six

were dependent on one or more intravenous inotropic

medications, e.g., dobutamine, dopamine or amrin-

one.

The nine transplanted hearts were donated within

the local geographic region; six (67%) came from

Fairfax Hospital. The mean period of time the donor

hearts were deprived of coronary blood flow (ischemic

time) during transportation and implantation was 1 hr

56 min (range: 1 hr 30 min to 2 hr 43 min). All nine

hearts functioned well in the recipients within an hour

of transplantation. None of the patients needed more

than a short period of postoperative support with

inotropic medications.

Surgery

The surgical technique utilized at Fairfax Hospital

has undergone only minimal modifications since its

original description by Golberg and has associates in

1958, by Cass and Brock in 1959, and by Lower,

Stofer, and Shumway in 1961.
7 9 One liter of cold

cardioplegic solution was injected into the donor aorta

prior to removal of the heart. Swan-Ganz catheters,

left atrial pressure lines, and left atrial/ventricular

vents were avoided in the recipients. After the left

atrial suture line was completed, the heart was inter-

mittently immersed in saline-slush. No additional car-

dioplegia was administered during the implantation.

To decrease the risk of infection, a concerted effort

was made to remove the endotracheal tube, all intra-

vascular lines, the bladder catheter and the chest tubes

within the first 24 hours of surgery.

Immunosuppression

Postoperatively the patients underwent endomyo-

cardial biopsies, either as inpatients or, more frequent-

ly, as outpatients. As time passed, the frequency of the

biopsies decreased from weekly to every other month,

and then to every three months. The biopsy specimens

were stained with hematoxylin and eosin and graded

on a scale ranging from 0 (no rejection) to 10 (severe

rejection).
10

The patients were treated with an immunosuppres-

sive protocol of cyclosporine, azathioprine and corti-

costeroids. The components distinctive from many
other triple-drug regimens were the absence of any

immunosuppression prior to transplantation and the

use of reduced doses of methylprednisolone during

some episodes of moderate rejection (Table 2).

Results

The nine patients who underwent heart transplanta-

tion at Fairfax Hospital have survived. The mean
followup period is 7.5 months (range 1-13 months). As
this was written, the ninth patient was still in the early

postoperative recovery phase, whereas the other eight

had returned to full activity. All the patients were

feeling well (NYHA functional class I) and were

unrestricted by their prior heart transplantation.

There were 22 episodes of rejection, none of which

were associated with evidence of hemodynamic dys-

function. Fourteen episodes of rejection (63%) oc-

curred in three patients. All the rejection episodes,

with or without myocyte necrosis, were treated and

reversed with either increased doses of steroids, an-

tithymocyte globulin or the monoclonal antibody, OK-
T3. Fourteen of the rejection episodes (64%) occurred

within the first three months of transplantation and

eighteen (82%) within the first four months. There

were seven infections in the 13-month followup peri-

od, four minor and three major. Only one of the seven

infections occurred after the first three-month post-

operative period. The three major infections were

pseudomonas empyema, cytomegalovirus sepsis and

pneumocystis carinii pneumonia. All three patients re-

covered following therapy.

Discussion

Survival rates in patients with severe left ventricular

dysfunction are poor—much worse, in general, than

several types of malignant tumors. One-half of patients

with profound symptomatic heart failure die within a

year, and two-thirds are dead by two years.
11 Nearly

all patients with incapacitating heart failure die within

three years.
12

Vasodilator therapy provides symptom-

atic relief to many patients with moderate heart failure

(ejection fraction <45%). 13 These medications may
improve survival in some patient subsets that are able

to tolerate such powerful drugs. However, major

advances in patient survival for patients with severe

heart failure (ejection fraction <15%) have not oc-

curred during the last decade, despite the use of vaso-

dilators and new antiarrhythmic medications.

Recent data indicate that symptoms are not a reli-

able indicator of prognosis. Certain groups of patients

with heart failure, i.e., those with reduced cardiac

output and/or ventricular arrhythmias, have a high

one-year mortality rate despite minimal symptoms. 14

Heart transplantation substantially improves the

prognosis of patients with profound heart failure. One-

year survival rates increase from 25-50% with pharma-

cologic therapy to 80-90% after transplantation. Three-

year survival increased from 10% to 70%. 2
Patients

Table 2. Immunosuppression.

Preop: None
Intraop: Methylprednisolone 500 mg IV

Postop: Methylprednisolone x 6 days 160 mg/day | to

80 mg/day
Prednisone 60 mg/day j to 15 mg/day by 4 mos
+ 10-12.5 mg/day by 1 year

Azathioprine 400 mg IV in 1st 24 hrs postop then

2-2.5 mg/kg/day

Cyclosporine 6 mg/kg/day & adjust to target level

of 350-400 ng/ml early and 150-250 ng/ml late

(by high pressure liquid chromatography on

whole blood sample)
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surviving heart transplantation generally feel well and

are able to return to full-time employment, attend

school and enjoy their lives and families.

The basis for distinctively improved results of cardi-

ac transplantation during the last 20 years is multifac-

eted, reflecting advancement in recipient selection,

donor management, the diagnosis of rejection, immu-

nosuppression, and treatment of infectious complica-

tions. The strides forward have been so notable that

cardiac transplantation has reached the point where it

is decidedly the safest alternative for a considerable

proportion of patients with severe heart failure.

Providing the transplant evaluation, operation, and

postoperative care close to home, as we have done at

Fairfax Hospital, has numerous advantages to the

patient. Living and transportation costs are reduced

substantially and patients feel much more comfortable

waiting at home for a donor heart rather than in a

motel room in a distant city. Family, friends and

familiar physicians may visit and help care for the

patient during the stressful waiting period and the

early postoperative phase. Since the risk of rejection

and infection is at its maximum during the first three to

four months after heart transplantation, it is best, and

usually required, that patients remain near the hospital

during this period. Having the heart transplant center

close to home allows the patient and the support team

to remain together rather than splitting the family and

adding further stress to an already difficult time. Also,

it is much easier, and therefore safer and less expen-

sive, to care for a medical problem months and years

after transplantation when the patient lives in the

region in which the transplant was performed.

Donor hearts for the first nine patients undergoing

cardiac transplantation at Fairfax Hospital were from

the Northern Virginia/Washington DC metropolitan

area. The use of local donors for local patients simpli-

fied the logistics of the operation, shortened the cold

ischemic times of the explanted hearts during trans-

plantation, and markedly reduced the expenses. There

is evidence indicating that these shortened donor

ischemic times may be an important factor leading to

improved longterm survival.
15

A fundamental goal of our new heart transplantation

program was to increase organ donation for local,

regional and distant use by other transplantation cen-

ters. In this way, new transplant centers such as ours

would not drain donor organs from other centers, but

instead increase the total number of organs donated

for use throughout the nation. By implementing a

Table 3. Organ Donations in Northern Virginia/Washington DC
Metropolitan Area. (Organs donated at Fairfax Hospital

in parentheses.)

1984 1985 1986 1987

% Increase

1986 to 1987

Heart 12(2) 25 (7) 32 (9) 60 (10) 94%
Kidney 13 (18) 142 (22) 169 (24) 195 (30) 58%
Liver 21 (1) 18(1) 21 (2) 29 (4) 69%

multifaceted approach of educational services and

heightened public awareness to the benefits of organ

transplantation in concert with our role in the Wash-
ington Regional Transplant Consortium, our aim of

increasing organ donation has been attained (Table 3).

Regional heart donations have increased from 12 in

1984 to 59 in 1987 (f245%) with a 92% annual increase

since heart transplantation began in our area. The vast

majority of these donated hearts, kidneys and livers

were transported out of our region to be implanted in

recipients at distant centers.

The first year’s results with cardiac transplantation

at Fairfax Hospital fulfilled our original goals. Our
clinical results are preliminary; however, we are en-

couraged by the early 100% survival rate and low

incidence of serious infections. We anticipate that the

late problems associated with heart transplant patients

will be more easily detected and cared for with the

patients living near the transplant hospital and staff.

Addendum: As of June 1988, 14 heart transplants had

been performed at Fairfax Hospital, with 13 of these

14 patients surviving and doing well in followup peri-

ods ranging from one to 18 months.

The author gratefully acknowledges the outstanding job

done by the many nurses, technicians, and physicians who
compose the Fairfax Hospital heart transplant team. Their

dedicated and untiring efforts have been the cornerstone of

our early success and the foundation of our long-term care

program.
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Typhoidal Tularemia

Presenting as

Enteritis With
Leukopenia

Robert E. Hoyt, MD,
Kilmarnock, Virginia

Tularemia is an uncommon disease caused by

Francisella tularensis, a gram-negative nonmotile

coccobacillus. The organism was first termed Bacteri-

um tularense following its isolation in Tulare County,

California, and the disease entity was first called

tularemia by Francis.
1

In 1959 the genus was changed.

The organism is distributed widely in this country

and Europe and has been recovered from 100 species

of wild mammals, nine species of domestic animals,

birds, some amphibians, fish, invertebrates (particu-

larly ticks and deerflies), mud and water. Most com-

monly the disease results from the bite of an infected

arthropod or contact with an infected mammal, in

particular rabbits and muskrats. Rarely, the disease

occurs by inhalation of aerosolized dust or ingestion of

contaminated water or meat.

Tularemia usually presents as one of the following

syndromes: ulceroglandular, glandular, typhoidal,

oculoglandular or oropharyngeal. The typhoidal type

(10-30% of cases) is associated with the abrupt onset of

chills, fever, severe prostration and frequently pneu-

monia with the absence of significant lymphadeno-

pathy or skin ulcers. The typhoidal type may occur

after skin, respiratory or GI exposure. Typhoidal

tularemia tends to be the most severe and usually is

the most difficult to diagnose because the characteris-

tic skin ulcers, adenopathy, etc., are lacking, and

Address correspondence to Dr. Hoyt at Box 1399, Kilmar-

nock VA 22482.
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failure to obtain a history of exposure to suspected

vectors does not exclude the diagnosis. Even more
rarely, typhoidal tularemia may be confused with

typhoid fever and other enteric fever-like syndromes. 2

The exact incidence of enteritis associated with

tularemia appears to be quite variable according to

several reviews. 3,4 Evans et al
5 reviewed 88 cases of

tularemia recently and noted that vomiting, diarrhea

and abdominal pain were found in 17%, 10% and 11%
of patients respectively. The following is a case report

of such a presentation.

Case Report

A 73-year-old white male presented to a local hospi-

tal in June 1986 with a two-day history of fever, chills,

abdominal cramps, diarrhea, vomiting and severe

prostration. The patient had 5 to 6 stools per day

which were watery, explosive and foul-smelling, with-

out blood or mucus. He denied skin rash, headache,

cough, tick bite, ingestion of tainted water, meat or

seafood, or exposure to the skins of wild or domestic

animals. He did recall possible deerfly bites but no

recent skin ulcerations were noted. He had been a

resident of Lancaster County for 10 years and had not

travelled recently outside the area. His past medical

history was significant for severe chronic obstructive

pulmonary disease, hypertension, colon cancer and

laryngeal carcinoma resected in 1983 with subsequent

local recurrence in 1985, treated by radical neck

surgery and radiation. Medications were hydrochloro-

thiazide 50 mg daily, clonidine .1 mg daily, and ami-

triptyline 50 mg at bedtime. Physical exam revealed

temperature 39.7°C, the respiratory rate 32 per minute,

the heart rate 120 per minute (supine) and blood

pressure of 160/100 (supine). Surgical changes in the

left neck and a functioning laryngectomy stoma were

observed but no adenopathy. No rales or rubs were

noted on chest exam and the heart exam revealed no

murmurs or gallop rhythms. The abdomen was obese,

nondistended, nontender without palpable organome-

galy or masses with hyperactive bowel sounds. On
rectal exam the prostate was unremarkable and the

stool was liquid brown and hemoccult-negative. No
edema, cyanosis or skin ulcerations were observed but

livedo reticularis was noted on the lower abdomen and
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legs. The neurological exam was intact. Laboratory

results: white blood cell count 1,300/mm3
, 53% (.53)

segmented neutrophils, 22% (.22) band forms, 15%

(.15) lymphocytes, 9% (.9) monocytes and 1% (.01)

metamyelocytes. The hemoglobin was 14.5 g/dl (145g

/

L), hematocrit 44.8% (.448 and the platelet count was
188xl03/mm3 (188xl0g/L. Blood chemistries were

normal except for glucose 163 mg/dl (9.04 mmol/L)

lactate dehydrogenase 290 U/L, (1.85uKat/L), creati-

nine 1.6 mg./dl (141.4 mmol/L) phosphorus 1.8 mg/dl

(.581 mmol/L). Chest x-ray showed no active intrapul-

monary abnormalities; stool for polys was negative;

urinalysis was unremarkable. Protein ox- 19 was posi-

tive at 1:40 titer.

Hospital Course : After cultures of blood, urine,

stool and bone marrow were obtained, gentamicin 1.5

mg/kg every 8 hours and ampicillin 1000 mg every 6

hours were begun. A bone marrow aspiration and

biopsy were essentially unremarkable. All subsequent

cultures failed to grow any organisms, including stool

cultured for Vibrio, Campylobacter, Yersenia and

routine pathogens. The patient’s symptoms improved

rapidly and he was afebrile by the third day. The
gentamicin was discontinued on the 4th hospital day

and doxycycline 100 mg bid was given orally for a total

of two weeks. The nadir of his white blood count

occured on the second day with return to a level of

2,700/mm3 on the 7th hospital day, the day of dis-

charge. Tularemia agglutination titers (Roche-Biomed-

ical) were drawn on the 5th hospital day and were

positive at a titer of 1 :20 with a repeat titer of 1 :320 two
weeks later.

Discussion

Tularemia is often a diagnostic dilemma and may
present atypically with renal failure,

6
pericarditis,

meningitis, pharyngitis, skin rash, appendicitis, perito-

nitis and enteritis.
5 The enteritis picture could easily

be confused with infections due to Salmonella, Cam-
pylobacter, Yersinia and Vibrio organisms, to mention

a few. The diagnosis of tularemia is generally made by
noting a four-fold rise in the agglutination titers or a

single titer of 1:160 with a compatible history. Titers

reach a maximum level in 4-8 weeks and may stay

elevated for several years.

Our patient was initially treated with gentamicin and

ampicillin for suspected sepsis in a leukopenic patient.

Treatment with gentamicin (3-5) mg/Kq/day) appears

to be a reasonable alternative to streptomycin for sus-

pected tularemia,
5 and widespread empiric use of this

antibiotic may be another reason for the underdiagno-

sis of this disease. Our patient received successful

treatment with doxycycline for two weeks for suspect-

ed Campylobacter gastroenteritis, but it should be

noted that relapses are more common with tetracy-

cline and chloramphenicol.

Our patient’s leukopenia was an unexpected finding

and suggested an overwhelming septic process. With

negative culture results, particularly for salmonella,

further diagnostic steps were undertaken to exclude

unusual infections which might cause gastrointestinal

symptoms associated with leukopenia. Leukopenia

has been rarely described in tularemia
6 and was not

noted in two large series of patients.
4,5

The pathogenesis of tularemic enteritis is unclear

and may involve an oral portal of entry,
7
although

several authors have noted pharyngitis rather than

enteritis following ingestion of contaminated water. 8,9

The picture of tularemia has changed significantly,

with a decrease in incidence over the past 30 years and

a tendency to see fewer winter cases due to exposure

to mammals and more summer cases due to arthropod

bites.
10 There have been epidemics due to deerflies,

primarily in the Western states,
11,12 but their role in

the disease in the East is unclear.

Tularemia needs to be recognized as one of the

causes of an enteric fever-like syndrome occurring

primarily in the summer, with the diagnosis made by

serologic means.
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“Most of these physician-patients wanted

more time from their physicians, not for

emotionally supportive gestures but to analyze

the disease, the prospects and options.”

The Physician Recumbent

WHEN DOCTORS GET SICK
A collection of essays edited by

Harvey Mandell and Howard Spiro.

484 pp, New York, Plenum Publishing Corp., 1987, $25.

By Lockhart B. McGuire

Dr. McGuire is Julian R. Beckwith
Professor in the Division of Cardiology,

Department of Medicine, University of

Virginia School of Medicine, and is a

member of Virginia Medical’s Edi-

torial Board. Address correspondence to
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22908.

T his group of highly personal

and clinical accounts by phy-

sicians of their own illnesses

is aimed by the editors at creating

greater responsiveness by all physi-

cians to the humanistic dimensions

of our work. There are also lessons

in the stories of these observant crit-

ics towards improving our technical

procedures and effectiveness. Here

is an opportunity to see from the

other side of the desk, from the

recumbent position on an examining

or operating table, and from the

emotionally suppliant or defiant pos-

ture of those isolated, in pain, and at

risk of death. These are situations

most of us see routinely “from

above” every day, but this angle of

vision provides new insights with

greater intensity when it happens to

“one of us.”

Readers, both physicians and oth-

ers, will probably accept or discard

these messages partly on the basis of

our own perceptions of valid ave-

nues to truth. Those who prefer con-

trolled studies (prospective and ran-

domized), quantitative end points,

and explicit confidence limits may
feel condescending about any series

of anecdotes and testimonials. Oth-

ers will accept, in the words of the

excellent epilogue, “One message

from the sick doctors tells us that

hope helps as much as truth, and

that imagination, drama, passion,

and even poetry are as important in

medical practice as they are in the

rest of life.”

There is a variegated, patchwork

quality to this book arising from the

very different personalities, degrees

of disease severity, and degrees of

success or failure at reversal of these

diseases. Some authors are spare

and stoic, while others seem to revel

a bit excessively in this opportunity

to offer minute details and every

nuance of feeling. The coolness and

detachment (required to some de-

gree for much successful medical

work) has been overdeveloped in

some of these writers, as they re-

count their attempts—sometimes

successful—to exert control despite

increasing disorder and disability.

Some reflect on their own preoccu-

pation with their careers favorably

as a source of life meaning, while

others have been disappointed and

would not enter medicine again.

Some seem a bit arrogant and de-

manding of bodily perfection, such
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as a compulsive runner after hip

replacements, or a tennis-proud sur-

vivor of major chronic illness. On
the other hand, a recovering alcohol-

ic’s humility, warmth, and willing-

ness to use the term “spiritual” in

explaining his recovery portray a

very different person. He under-

stands the paradox of acquiring con-

trol only after surrender.

Dr. Mandell, an internist, is medi-

cal director of the William W.
Backus Hospital, Norwich, Con-

necticut. Dr. Spiro, a gastroenterol-

ogist, is professor of medicine at

Yale University. They have

organized these accounts into con-

ventional diagnostic categories

—

cardiology, infectious diseases, psy-

chiatry, inflammatory bowel dis-

ease, oncology, etc. Thus the chal-

lenge to a reviewer is to identify any

consistent themes which might illu-

minate the medical scene generally.

I found the most nearly consistent

themes to be these: 1) The physi-

cian-patient’s use of denial of early

symptoms in order to support our

image of competence and authority.

2) The practical value of maintaining

an authoritative image in much med-

ical work as a real, external basis for

using such denial (“No one wants a

sick doctor”). 3) The efforts to main-

tain control over the “sick scene”

by challenging procedures and deci-

sions, again sometimes to good ef-

fect but at significant interpersonal

conflict and emotional cost. 4) The
unpredictability of impact of illness

on basic life values, empathy for

other patients, and use of religion.

Occasionally also evident were 5)

examples of opposite opinions on
treatment by equally competent con-

sultants, revealing the fragility of the

scientific substructure of much med-
ical practice.

Many examples of bad perform-

ance are cited to instruct us how to

improve. Some of these may seem
relatively trivial—call bells out of
reach, inadequate medication for

pain relief, failure to provide timely

relief of urinary retention, avoidable

abuses of privacy, etc. Nothing is

trivial to the sufferer. Nurses’ errors

in judgment were sometimes cited,

but the crucial role of nurses in suc-

cessful outcomes of hospital stays

was emphasized by several writers.

One notes, “Many of our col-

leagues have no idea how to pay a

sick call. We know how to make
rounds; we know how to write or-

ders and progress notes, do consul-

tations, and read various graphs and

charts; but it is truly a rare physician

who can visit the sick, give comfort,

and be comfortable doing it. Perhaps

we are all too familiar with illness,

too calloused from multiple encoun-

ters with illness to recognize that our

patients and our colleagues need a

special kind of love and comfort that

can only come from the knowing

smile of a trusted colleague.”

The anxiety of house officers, in-

sufficiently seasoned to wear a genu-

inely knowing smile, can be appreci-

ated by such revelations. This

reviewer offers them the prospect of

self-confidence that increasing expe-

rience and knowledge will bring,

plus the following to improve sick

calls:

• Sit down, do not remain stand-

ing, but try not to invade the pa-

tient’s privacy by sitting on the bed.

• Invite or initiate comment on

something personal—comfort, if

necessary, but often something non-

medical as a way of conveying

friendship beyond the technical

tasks at hand.

• Recognize denial or depen-

dence, and try by means of simple

explanations of diagnosis and prog-

nosis to lead the patient towards

intelligent, active participation in his

or her own recovery.

• Finally, do these repeatedly, be-

cause patients’ receptivity varies

from day to day, and repetition is

sometimes the most tangible sign of

our commitment.

Much of the important work of

medicine is either technical or ad-

ministrative rather than diagnostic

or therapeutic, personal or pastoral.

Some of us in the latter areas tend to

assume a false moral superiority,

and it is true that our “hands on”

days involve special skills and

stresses. Because the dynamics of

organizations and economics pro-

mote power in administrations, one

of our responsibilities is to remind

managers continually that our com-

mon purpose is ultimately personal

and pastoral, diagnostic and thera-

peutic.

When the patient is also a physi-

cian, the subject of patient autono-

my versus paternalism in medicine is

brought strongly into focus. Most of

these physician-patients wanted

more time from their physicians, not

for emotionally supportive gestures

like using first names and slogans,

but for time spent in analysis of the

disease, the prospects and options.

Increasing recognition of this need

among all patients is properly reduc-

ing traditional medical paternalism

to some degree, but there are signs

that autonomy can be overdone; as

the editors comment:

“Paternalism is much demeaned
these days, but we come away from

the reading of these doctors’ stories

with a stronger conviction than ever

that the doctor who is loyal to the

patient’s cause. . .can bring more

help, peace of mind, even, than the

doctor who spreads his wares to let

the patient choose, even than the

doctor who holds the sick patient up

as an equal partner. These stories

often show that sick people have bad

judgment.”

My own cardiology practice has

involved much leading of patients

through high-stakes decisions about

having a cardiac operation, or their

acceptance of disability and proba-
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bly shortened survival on medical

treatment. My preference has been

to cultivate patients’ autonomy

through simple descriptions of

pathophysiology and gentle revela-

tions of the risks involved in choos-

ing either a surgical or a medical

path. When the weight of evidence

favoring one path over another has

been only marginal rather than obvi-

ous, I have offered my opinion and

the opportunity to obtain another

opinion. Distinction between fact

and opinion is something which even

unsophisticated patients perceive

and appreciate. Often it has helped

to put this in writing for patients, so

they can reflect on it in a less pres-

sured setting. In any case, after this

process I have tried to “walk with”

them through the fire ahead as a

friend, accepting some necessity for

a pastoral or paternalistic role with-

out cultivating it for my own ego.

Finally, in this book it was inter-

esting and to me somewhat disap-

pointing to observe that only about

five of these 50 physicians offered

reflections in any depth on the spiri-

tual or religious dimensions of their

thinking during and after confronting

death. Among a group of physicians

the absence of magical thinking or

mystical experience is to be expect-

ed and welcomed. Nevertheless, I

would have expected more glimpses

of their basic sources of life valida-

tion. In order for us to help those

patients who are dying, we probably

need something in ourselves (be-

yond our access to psychoactive

drugs and analgesics) which affirms

the value of life in terms other than

its duration or degree of social com-
petence. Otherwise every death be-

comes a defeat for us, and our be-

havior then reflects our sense of

impending defeat. To the extent that

this world of thought or feeling is

foreign to physicians, we promote

the trend of fragmentation of care,

patients rely more on hospices and

similar resources, and the physician

diminishes to a purveyor of technol-

ogies.

Thus the exceptions in this book
to a landscape of spiritual aridity

become especially welcome. There

are several good evocations of the

unique opportunity for physicians to

practice both biomedical science and

humanistic synthesis simultaneous-

ly. We might do well to listen to a 27-

year-old resident with an astrocyto-

ma, who says, “As I reflected on

God’s purpose, all my inner grudges,

resentments, hard edges, and nasti-

ness seemed to melt away, and I was
left with an inner peace and a

warmth embracing me. I felt some
kind of union with God and knew
that if I died, I would not fear to

meet Him.”
When Doctors Get Sick is one of

many avenues available for physi-

cians to reach a place of better un-

derstanding of our work and our-

selves. The writing is rarely as

glorious as that of a Tolstoy, a Dos-

toyevsky, Thomas Hardy, or G. M.
Hopkins on similar themes. The clin-

ical detail and our empathy with our

fellow physicians should overcome

some of this book’s defects and give

it a place among our valuable

sources of insight.

Postscript

I

accepted a request to prepare

this review in March 1988, with

the understanding that current

tasks would require deferral for a

few months. In late May 1988 I de-

veloped a combination of easy fa-

tigue, right shoulder and right upper

quadrant pain. At age 54 years, en-

joying some sense of mission in my
work, and pleasure and learning

from family and friends, I am not

eager for a significant interruption.

Nevertheless, a sonogram showed
multiple liver masses. Needle biopsy

has shown metastases from a small,

primary adenocarcinoma in the co-

lon. I have raised the possibilities of

liver transplant, multiple nodule re-

section, and simultaneously em-

brace whatever chemotherapy may
have to offer.

I am no more susceptible to magi-

cal thinking than are the doctors in

this book, but I can accept as “mi-

raculous” some of the ordinary suc-

cesses, loves, and inspirations of ev-

eryday life. The outpouring of

support from concerned friends has

felt like floating up on a beautiful,

large wave in the ocean. I see myself

challenged to choose between either

of two attitudes—gracious accep-

tance of early death as a minor event

in the large and long sweep of his-

tory, or an assertive optimism and

struggle to survive. I try on each of

these hats alternately, but it is im-

possible to wear two hats at the

same time without being ridiculous.

Maybe my analogy is wrong. Maybe
I can work out a combination, some-

what like the combination of science

and humanism, which should and

can work together in medicine.
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Medical Ethics

Not too many years ago, the emphasis on medical

ethics was directed toward such issues as physi-

cian advertising; the physician who advertised was
engaged in unethical practice. It was also unethical for

a physician to accept or engage in prepayment plans.

Fee for service, yes; prepayment for professional

services over an ensuing period to time, no.

My, how times have changed. Hospitals, and

through them, physicians, flood the media with adver-

tisements. Managed plans are everywhere and con-

tinue to proliferate. But now these are insignificant

issues. The real ethical problems are primarily the

result of the meteoric rise of medical technology and

include the use of fetal tissue in the treatment of

certain diseases, organ transplantation of anencephalic

infants, limb transplants and others.

When should a person be allowed to die? Are we, as

Daniel Callahan, director of the Hastings Center,

suggests, placing too much emphasis on longevity and

too little on the quality of life? Read the articles by

Drs. Tallman, Morey and Beorn elsewhere in this

issue. E.L.K., Jr.

Cardiac Transplantation in 1988

Elsewhere in this issue Dr. Edward A. Lefrak

presents the initial experience of the cardiac

transplantation program at the Fairfax Hospital in

Northern Virginia. The program has indeed had an

excellent beginning. Obviously, however, such early

results are to be viewed with cautious optimism, and

several of his arguments deserve comment.
The basic premise that must be addressed in the

United States in 1988 is a severe donor organ shortage

and a proliferation of cardiac transplantation pro-

grams. Dr. Lefrak argues strongly for local programs
to decrease both the psychological stress and the

financial burden on patient and family. Following this

argument to a logical conclusion, every major metro-

politan area in the United States should then have

multiple cardiac transplantation programs. However,
it must be remembered that cardiac transplantation is

not just a surgical procedure but creates in the patient

a “new disease.” Dr. Lefrak’s data relates to the

honeymoon period of cardiac transplantation, which is

the first year, but in years 2-5 all of these patients will

require diligent followup and careful observation in the

management of risk factors associated with the devel-

opment of accelerated coronary atherosclerosis,

which currently is a rate-limiting step for long-term

survival for cardiac transplantation patients. I note

that the manuscript is written only by Dr. Lefrak. The

question becomes, Where is his team of cardiologists,

pathologists, and immunologists to follow these pa-

tients?

Further, it is noted that three of his patients were

transplanted from an outpatient status; thus these

patients were not in desparate need of inhospital care.

Dr. Lefrak makes the statement that major advances

in medical management of patient survival has not

occurred. I must take exception to this. In a report he

cites, 1 Dr. Cohn and colleagues clearly demonstrated

an increase in survival rate in patients with congestive
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heart failure maintained on nitrates and hydralazine. I

agree with Dr. Lefrak that the patients cited by Cohn
et al had a mean ejection fraction in the range of 30%,

whereas the patients he has dealt with have a much
more marked decrease in ejection fraction. However,

the Scandinavian trial reported by the CONSENSUS
group on the use of Enalapril in Classes III and IV

heart failure patients clearly demonstrated an increase

in survival. 2 An argument can then be developed,

Should we be transplanting patients who are capable

of existing in a fairly normal life style outside the

hospital? This is a difficult question indeed, but one

that must be addressed, given the limits of donor

availability in the United States today.

This then brings us to the argument that the use of

the local hospital increases donors. This may not be

valid, for there is a national movement to increase

public awareness of organ donation. Moreover, it has

been reported that the establishment of multiple local

hospitals has not significantly increased organ dona-

tion in the United States today. 3 Thus it may not be

true that just because there is an established cardiac

transplantation program at the Fairfax Hospital, there

is an increase in donated organs in the Washington DC
area.

In addition, the Washington DC area appears likely

to become overcrowded with cardiac transplantation

programs. If the Fairfax Hospital is the designated

center for cardiac transplantation in Northern Virginia

and the Washington DC region, then Dr. Lefrak’

s

arguments may be valid; but with the beginnings of

programs at Georgetown University and Washington

Hospital Center and the possibility that George Wash-
ington and Howard Universities may begin programs,

will this not significantly dilute the volume of patients

at each institution and dilute correspondingly the

expertise of the individual programs and their ability to

perform in-depth, clinical studies?

It is an extremely important decision that each

referring physician must make, whether to refer the

patient to an established university program, such as

Johns Hopkins, the Medical College of Virginia, or the

University of Pittsburgh, or to refer the patient locally

for the arguments presented by Dr. Lefrak.

Once again, Dr. Lefrak is to be commended for a

superb beginning of the cardiac transplantation pro-

gram at the Fairfax Hosptal. We at the Medical

College of Virginia wish him the best of luck and offer

him our help at any time.

Michael L. Hess, MD
Director, Heart Failure Transplantation Program

Medical College of Virginia/Virginia Commonwealth
University

Box 281, MCV Station, Richmond VA 23298

1. Cohn JN, Archibald DG, Ziesche S et al. Effect of

vasodilator therapy on mortality in chronic congestive

heart failure. N Engl J Med 1986;314:1547-52

2. CONSENSUS Trial Study Group. Effects of Enalapril

on mortality in severe congestive heart failure: results

of the cooperative North Scandinavian Enalapril sur-

vival study. N Eng J Med 1987;316:1429-35

3.

A report on the 1988 meeting of the American College

of Transplant Surgeons and Physicians (syndicated).

Richmond Times-Dispatch, June 4, 1988.

Directions

On a very hot afternoon in late July my wife and I

were connecting the hay wagon to the tractor

when two very bedraggled young boys wandered

through our hayfield. The bolder one approached me
and sheepishly asked, “Mister, can you please tell us

where we’re at?”

The obvious answer, that we were all in the middle

of my hayfield, was not the answer he needed. In a

flash of insight I gently responded, “Well, that de-

pends on where you’re going.” He told me, and soon

they were headed over the hill to the baseball field.

To get your bearing you must have some point(s) of

reference. Usually we have some idea of where we
have been. We may know where we are. Sometimes

we think we know where we would like to go. Rarely

do we know where our actions will finally take us.

Our children are our future, an undeniable truth. We
say that our goal is for them to have the best possible

preparation for the future. But Virginia does precious

little for preschool children, especially for those who
need it the most.

Consider those children whose parents are almost

children themselves, have little education, have al-

most no parenting skills and little verbal skills, and

have both low income and low self-esteem. These

children are born into poor circumstances in every

sense of the term. They are oppressed, not by law but

by their ecosystem. They have few good examples to

follow in their early, formative years.

If the most enduring benefits to society will come

from having children more successful than their par-

ents, regardless of their parents’ status, then we must

focus on the children of welfare parents before the

children drop out of school, before they are truant, and

before they are scholastic failures.

There is no cheap, easy, quick way to do this, or it

would have been done long ago. But combining pre-

school education for the children with helping the

parents learn how to help their children would be an

improvement over doing almost nothing. Pilot projects

in my hometown of Martinsville have shown positive

results—improved scholastic results, decreased child

abuse and neglect—and deserve widespread use.

My grandmother said it thousands of times: “Fur
die Kinder.” For the Children. That is what our lives

are all about. Society forgets it at its peril!

Henry S. Campell, MD
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OBITUARY

Memoir of R. M. Hoover
1893-1988

By Alexander McCausland, MD

Dr. Roy M. Hoover was born in Roanoke, Virginia,

on August 9, 1893. He died in his sleep at Tallahassee,

Florida, on April 8, 1988, at the age of 94.

Dr. Hoover received his primary education by pri-

vate instruction in Roanoke. After graduation from

Bridgewater College, he graduated from the Universi-

ty of Virginia School of Medicine in 1919. He remained

as an instructor in anatomy for two years, following

which he took his orthopedic training at the New York

Orthopaedic Hospital, where he came under the tute-

lage of Dr. Hibbs, who designed the Hibbs spinal

fusion. He began his practice in Roanoke in 1923 and

practiced continuously there for 43 years, retiring to

Florida in 1966.

Shortly after his arrival in Roanoke, Dr. Hoover
began driving the mountain roads of Southwest Virgin-

ia to hold clinics for the crippled children of miners

and other mountaineers. He brought these children to

Roanoke and did the necessary surgery to correct their

deformities. He organized the Society for Crippled

Children of Southwest Virginia.

In the polio epidemic in Southwest Virginia in the

early 1950s, he was in charge of the polio ward at

Roanoke Memorial Hospital, working day and night

throughout the epidemic. He was chairman of the

Roanoke Memorial Hospital Physicians’ Fund Raising

Committee for the first expansion of the hospital in

1950, when the name was changed to Roanoke Memo-
rial and Crippled Children’s Hospital.

He helped establish the Department of Vocational

Rehabilitation of the State of Virginia and the re-

nowned Woodrow Wilson Rehabilitation Center at

Fishersville, serving for 20 years as orthopedic consul-

tant. The Hoover Building there is named for him.

Dr. Hoover was a member of the Roanoke Academy
of Medicine, Virginia Orthopaedic Society, Southwest

Virginia Medical Society, The Medical Society of

Virginia, American Medical Association and Ameri-

can Academy of Orthopaedics. He was a diplomate of

the American Board of Orthopedic Surgery and presi-

dent of the Board for Certification of Prosthetics and
Orthotics.

He was the first and long-serving chairman of the

Committee on Vocational Rehabilitation of The Medi-

cal Society of Virginia and chairman of the Medical

Advisory Committee of the Department of Vocational

Rehabilitation, now known as the Department of Re-

habilitative Services. The Roy M. Hoover Award is

given by the department each year to the person

contributing most to the rehabilitation of Virginia

citizens during that year. He was active in and served

on many important committees of the Church of the

Brethern. Bridgewater College conferred on him an

honorary doctorate in science.

Dr. Hoover was a creative person, not only in his

profession, but in his carpentry work, wood carving,

cooking and flowers. His enthusiasm was boundless.

Everything he approached, he did enthusiastically. He
was never interested in personal recognition or

awards, although he received much and many. He was

a steadfast and loyal friend, and an inspiring teacher.

He took great interest in the young doctors he worked
with, and who worked under him. He encouraged

them and helped them get started in practice. He
spoke of them as “his boys.’’ He was held in high

esteem by all the physicians who knew him.

He possessed great diagnostic and technical surgical

skills and seemed always to know just what to do. He
was dedicated to his patients and insisted on seeing his

hospital patients every day. His presence radiated

confidence and encouragement and did much to help

the recovery of his patients. He had great faith in

people. He understood human foibles and seemed

always to find justification for them. He loved life and

he would respond to a greeting of “How are you, Dr.

Hoover,’’ with “It’s a good world.’’

Dr. Hoover is survived by two daughters, Dr.

Shirley Taylor of Tallahassee and Mrs. June Foster of

Chestertown, Maryland. He had seven grandchildren

and ten great-grandchildren.

With Dr. Hoover’s passing, Roanoke, Virginia, and

the nation has lost a great, good servant. Rehabilita-

tion has lost a champion. Medicine has lost a dedicated

and outstanding physician who practiced in keeping

with the highest tradition of American medicine. We
who were privileged to know him have lost a steadfast,

warm and wonderful friend.

• Benjamin Burdee Barnwell, Jr., MD, Petersburg

surgeon; Meharry Medical College, 1959; age 56; died

June 15.

• Hunter Bernard Frischkorn, Jr., MD, retired Rich-

mond radiologist; Medical College of Virginia, 1935;

age 79; died May 26.

• Lawrence William Penniston, MD, Suffolk radiolo-

gist; Medical College of Virginia, 1966; age 48; died

June 3.

• Munford Radford Yates, MD, retired Petersburg

internist; University of Virginia School of Medicine,

1932; age 78; died June 20.
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LETTERS
“What did he say?”
A guide to microphone users

The advent of CME requirements by The Medical

Society of Virginia and the AMA has drawn me into

attending more presentations. I am particularly aware

of the audio part of these presentations because I have

had trouble with hearing since the age of 10. If the

audio is not very good, one’s attention wanders. It is

especially aggravating when someone next to me,

presumably with normal hearing, whispers, “What did

he say?” I, of course, haven’t the foggiest idea.

In the course of hundreds (thousands?) of medical

presentations, I have categorized the many types of

microphone users and here share what I have learned:

1. The microphone fiddler, who fiddles with the

mike, causing thunder in the room.

2. The microphone wanderer, who talks into the

microphone, then wanders away while continuing to

talk.

3. The microphone huddler, who huddles the micro-

phone close and turns the volume up. At least he can

be heard.

4. The microphone whisperer, who since he has a

microphone does not feel that he has to talk well and is

making love sounds into the mike.

5. The microphone avoider, who yells “Can you
hear me back there?”, then proceeds to talk normally

without the microphone, and no one except those in

the front row can hear him.

6. The microphone adjuster, who is constantly

moving the microphone up, down, in, out. Or, if the

mike is mobile, holding it one moment and laying it

down the next.

7. The microphone hider, who hides behind the

microphone and mumbles.

8. The microphone ignoramus, who doesn’t ac-

knowledge that the microphone exists and refuses to

learn anything about one.

9. The microphone slide viewer, who turns away to

view his slides, making himself inaudible.

10. The microphone genius, who comes early, looks

over the auditorium, tests the microphone himself,

finds out how to adjust it up and down, masters the

volume control, and determines if the mike is mobile

or fixed. Then, during the presentation, he talks

through the microphone constantly to all his audience.

Roger M. Winborne, Jr., MD
374 Woods Avenue, SW
Roanoke VA 24016

LONG-TERM CARE:
IN SIXTH DECADE
OF EXCELLENCE

The Windsor
Accredited by JCAH
3600 Grove Ave., Richmond VA 23221
804 353-3881

Accredited by JCAH
2420 Pemberton Rd., Richmond VA 23233

804 747-9200

Mrs. Plyler’s
Residential Care
1615 Grove Ave., Richmond VA 23220
804 353-3981

University Park
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New president of the Organiza-

tion of State Medical Association

Presidents is Dr. H. C. Alexander

III, Roanoke, who was Medical

Society of Virginia President in

1982-83. One other Virginian has

been OSMAP president: Dr. John

A. Martin, also of Roanoke, MSV
president in 1974-75. OSMAP
members gather at American Medi-

cal Association meetings to discuss

problems of the state medical soci-

eties and to hear lay speakers from

the socioeconomic sphere.

To Dr. Richard B. McAdam,
Hampton neurologist, went the

Virginia Head Injury Foundation’s

1988 Timmy Tiernan award, found-

ed in memory of an Annandale boy

who died after prolonged coma fol-

lowing a head injury in an auto

accident in 1981. Dr. McAdam was

instrumental in founding a visita-

tion program at Riverside Hospital,

the first of its kind in Virginia,

through which trained volunteers

offer head-injured persons and

their families support and informa-

tion, and he served on the state-

appointed Head Injury Task Force

in 1986.

After 39 years of surgery, Dr.

Custis L. Coleman, Richmond, has

retired from practice. He has indi-

cated no intention of abandoning

his participation in organized medi-

cine, however, and that is good

news for the Richmond Academy
of Medicine, of which he was presi-

dent in 1980, and for The Medical

Society of Virginia, to whose annu-

al meetings he has been a delegate

for 16 years. For both the Academy
and the Society he has served with

characteristic gusto on innumera-

ble committees.

Dr. Coleman’s father, Howe
Reese Coleman, was a country

doctor in Rockbridge County, and

Custis and three other sons fol-

lowed him into medicine. (Two
have died, but Custis and an older

brother, Dr. Howe Reese Cole-

man, Jr., of Lexington, are still

going strong.) Custis was graduat-

ed from Washington and Lee Uni-

versity, then took his MD at the

Medical College of Virginia. A stint

as a surgeon aboard an aircraft

carrier in the South Pacific got him

past World War II, and he returned

to Richmond to establish his solo

practice.

Now, as Dr. Coleman exits prac-

tice, one of his daughters is prepar-

ing to enter medicine: Dr. Anne
Coleman earned her MD at her

father’s alma mater and, after per-

forming a residency in ophthalmol-

ogy at the University of Illinois,

has embarked on a fellowship at

Johns Hopkins’ Wilmer Institute.

The Virginia Academy of Family

Physician’s new president is Dr. J.

Albert Hagy, Roanoke.

Dr. W. Joseph Ferguson, South
Boston, is the new president of the

Virginia Urological Society.

President Reagan has named Dr.

Walter Lawrence, Jr., Richmond, to

the National Cancer Advisory

Board. At MCV/VCU, Dr. Law-
rence has been director of the Mas-

sey Cancer Center and chairman of

the Division of Surgical Oncology.

At Virginia Medical, he is a mem-
ber of the Editorial Board.

Dr. Marc S. Siegel, Blacksburg,

has been inducted as a fellow of the

American Academy of Orthopaedic

Surgeons. Dr. Gary S. Stewart,

Lynchburg, and Dr. Delosa A.

Young, Springfield, have been elect-

ed to fellowship in the American

Academy of Pediatrics.

Beaming happily over two checks totalling $19,907.40 are Dr. Stephen M.
Ayres and Mrs. Donald G. Seitz. Dr. Ayres is happy because he’s receiving the

checks for Virginia Commonwealth University’s School of Medicine, of which

he is dean. Mrs. Seitz is happy because she’s giving the checks on behalf of the

Medical Society of Virginia Auxiliary, which bestows annually on Virginia’s

three medical schools the AMA-ERF funds its members have raised during the

previous year; for 1986-1987 the total was $43,970.17. The two checks signify

two designated allocations: one is to be spent on students, the other on the

school. The presentation occurred during a meeting of the Richmond Academy
of Medicine. Pat Seitz is president of the Richmond Auxiliary.
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the Cornerstone
of Our Professions

At times your caring

attitude goes further in healing

a patient than all the pills and

bandages ever could. Your
patient senses that genuine

concern you have for him-

concern manifested in the

often herculean efforts you
make to aid him in recovery.

After all, caring is the

cornerstone of your practice.

Occasionally a company
appears with the same caring

approach whose purpose is to

serve the doctor . In the field of

professional liability insurance,

that company is Insurance

Corporation of America. Like

you, we make caring for our

insured the cornerstone of our

stable and successful business.

And our ongoing efforts to

cure malpractice ills are

unmatched in the industry.

If you’re tired of dealing

with an insurance company
who’s more concerned with

your premium than with your

practice and reputation, call

ICA. You’ll receive the kind of

care you deserve.

INSURANCE
CORPORATION
OF AMERICA

People Who Care

713 (871 -8100 )

Houston, Texas
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health. We know that many of our custom-
ers who are over sixty are in great shape
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offer everyone over sixty a 10% discount,

and we'll help with Medicare and Medicaid
forms whenever anyone needs us to. It's our

way of thanking our older customers, be-

cause many of them have been our best

customers for a long time.

For over 80 years, Peoples Drug Stores

has served patients reliably and profession-

ally. Today all the services we offer reflect

our continuing commitment to help our

customers as their health care needs change.

An Extensive Inventory of Generic Drugs

Braille Prescription Labeling Available

Free Health Care Pamphlets

Patient Guide to Prescription Drugs
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Historical Notes:

The First Bum in America

Charles E. Horton, Jr., MD, Cambridge, Massachusetts,

and Charles E. Horton, MD, Norfolk, Virginia

The Jamestown Colony, pulled through its precarious initial years by the

vigorous leadership of John Smith, almost foundered after he left in 1609 to seek
treatment in England for severe gunpowder burns on the stomach and thigh.

Although Captain Smith lived on for 22 years, he never returned to Virginia.

More than any other individual, Capt. John

Smith was responsible for the success of the

Jamestown colony in Virginia, the first per-

manent English Settlement in America. Without

Smith, Jamestown would surely have suffered the

same fate as Sir Walter Raleigh’s “Lost Colony.”

Even after two and a half years of his sound manage-
ment, when Smith was forced to leave Jamestown for

medical reasons, the colony nearly perished. The
medical condition that forced his departure was the

result of severe, deep burns suffered when a gunpow-
der pouch strapped to his side exploded. Thus Captain

Smith contributed yet another entry to the archives of

this country’s colonization, the first recorded bum in

the New World.

John Smith was a man of diverse interests, talents

and experiences. A true adventurer, he was a soldier,

seaman, explorer, cartographer and author.
1 Born in

1579 in Lincolnshire, England, Smith quickly realized

that he could never be content as a merchant or

When this was written, Dr. Charles Horton, Jr., was chief

resident in urology at Harvard Medical School. Address

correspondence to his father at 400 West Brambleton Ave-

nue, Norfolk VA 23510.

Engraving opposite from General Historie of Virginia,

New England, and the Summer Isles, by John Smith, 1624,

courtesy the Virginia State Library and Archives.

scholar. When he was 16, he ran off to France and

became a mercenary soldier fighting against Philip II

of Spain. Other similar employments took him to

Holland and Austria, where he beheaded three Turk-

ish champions in duels and was captured and enslaved

for over a year by the Turks. After a hairbreadth

escape, which took him to Russia, the much traveled

and by now highly renowned and wealthy soldier made
his way back to England. Here he hired a ship of

mercenaries and returned to the scene of his slavery to

rescue by armed force, a friend—an English lady of

nobility—who had been captured and enslaved by

pirates. This daring and dangerous rescue made him a

hero to all of England. Smith befriended other men of

adventuresome spirit, among them Henry Hudson and

Sir Walter Raleigh, and became extremely interested

in exploration and colonization. When King James

decided to compete with the other great European

nations in the colonization movement, Captain Smith

naturally emerged as a leader of the English effort.

The London Company was granted a royal charter

in 1606 to establish a colony in Virginia. John Smith

invested 500 pounds in the organization and insisted

that he be included in the expedition. On January 1,

1607, 153 men set sail in three ships. The trip proved

so arduous that on April 25, without having sighted

Virginia, a meeting was called to discuss returning to

England. Smith argued vehemently against admitting

September 1988, Virginia Medical 429



failure, pursuading the others to persevere, and on

April 26, 1607, the three ships sailed into Chesapeake

Bay, a name bestowed by Captain Smith.

T
he first party to go ashore was promptly at-

tacked by Indians. Smith rallied the group and

drove off the Indians with musket and pistol

fire. Smith was an experienced soldier and a natural

leader, but there was considerable dissension among
the gentlemen regarding who would lead the colony.

This was settled when instructions from the company

were opened and Smith and six others were appointed

to a council which would govern the affairs of the

colony.
1

Unfortunately, the council proved to be enor-

mously inefficient, for the councilors could not agree

on the priorities of the colony. A strong central

authority was required, and John Smith possessed the

vigor and authoritarian nature necessary for James-

town to survive its initial precarious years.

While most of the gentlemen-adventurers spent their

time searching for gold, silver, or sea passage to the

Pacific Ocean, Smith concentrated on fortifying the

tiny settlement. He supervised construction of a stock-

ade, teaching the commoners how to use firearms and

organizing a plan of defense for the fort. Smith estab-

lished good relations with the Indians, befriending

Chief Powhatan, head of a powerful confederation of

five tribes.

Smith traded with the Indians, acquiring wheat,

corn and other foods that proved invaluable to the

colony during the first harsh winter. He learned how to

cultivate the local crops and supervised the planting of

corn, peas, beans and wheat. John Smith was a stern

taskmaster, and when new settlers arrived from En-

gland inflamed with rumors of gold, they refused to

abide by Smith’s strict work schedule. With the colony

on the verge of mutiny, Smith took decisive action;

with loaded pistols in his belt, he told the gold seekers

that they were free to do whatever they wished, but if

they “did not work, they did not eat,” and would no

longer be welcomed within the walls of Jamestown.

The settlers stopped looking for nonexistent gold and

returned to work, insuring that the colony survived its

second lean winter.

Smith’s favorite activity was leading trading and

exploration missions into the wilderness. He kept

detailed records of these expeditions, and his map of

the Chesapeake Bay area remains astonishingly accu-

rate. On one of these adventures he was captured by

hostile Indians; Pocahontas, daughter of Chief Powha-

tan, allegedly saved his life by covering Smith’s body

with her own, so he could not be beheaded. 2 While this

story may not be historically accurate, it remains a

popular tale of the early days of the colony. On
another expedition, he was stung by a sting ray. He
apparently had such a severe allergy to the sting that

his companions felt he was dying, and went so far as to

dig his grave. Dr. Russell, the company physician,

used an unknown potion to apply to the area and

Captain Smith made a miraculous recovery. This point

of land is still identified on modern maps as “Sting Ray
Point” and the island on which this incident occurred

is “Russell’s Island.”

Returning by the James River from a subse-

quent trip where he restored cordial relations

with the Indians, tragedy struck Captain Smith,

While he was sleeping in his boat, one of his compan-
ions dropped a spark onto the gunpowder pouch
strapped to Smith’s side. There is controversy as to

whether this was accidental or malicious. Because

Smith was an uncompromising leader, he had angered

many of the early settlers, and most authorities agree

that this incident was probably an attempt on his life.

There was an explosion, a fire, and Smith was forced

to dive into the river to extinguish the flames envelop-

ing his body. He suffered severe deep burns on his

stomach and thigh “in a most pitiful manner”. In

Jamestown, a chirurgeon treated him with “healing

oil,” but none expected Smith to survive. He lived

through the week, however, and reluctantly decided

that he must return to England for medical treatment

unavailable in the colony. In great pain from his burns,

he left Jamestown on October 4, 1609, not realizing

that he would never see Virginia again.

Without Smith’s leadership, the situation in the

colony deteriorated rapidly. There remained no cen-

tral authority, the councilors bickered incessantly, the

Indians went to war against the colony, and no re-

serves offood were gathered. That winter, the hardest

yet, is known as “the starving time,” when the

colony’s population plummented from 573 on the day

Smith left to 61 by the next spring.
3 Jamestown barely

escaped extinction, when 153 new settlers with provi-

sions arrived in May, 16 10.
3

Once back in England, Captain Smith recovered

slowly from his injuries. He was bedridden for months

and the burns on his stomach and thighs left perma-

nent disfiguring scars. He used this time to complete

several books about Virginia, based on his experiences

and the detailed notes and maps he had kept. In 1614,

he led another expedition to the New World, naming

New England, Plymouth and Cape Cod, and earning

for himself the honorary title, Admiral of New En-

gland, but he never returned to Virginia. Capt. John

Smith, a genuine soldier offortune, died in his sleep on

June 21, 1631, at the age of 51.
4

1.

Alston J. The Adventures and Discoveries of Captain

John Smith, London, Caffell and Co.,

2.

Barbour PL. Pocahontas and Her World. Boston,

Houghton Mifflin Company, 1970

3.

Beverly R. The History and Present State of Virginia.

Chapel Hill, North Carolina, University of North Caroli-

na Press, 1947

4.

Lewis P. The Great Rogue. New York, David Mackay

Company, 1966
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Spurious Complaints

of the Sexual Abuse
of Children

Paul A. Mansheim, MD,
Portsmouth, Virginia

For many years complaints by adult psychiatric

patients that they have been sexually molested

during childhood have been regularly ignored and

explained away. The idea that sexual abuse of children

could be so widespread in our culture has apparently

been anathema to many observers. Also, it has been

difficult to accept that childhood memories of traumat-

ic incidents could be sufficiently accurate to allow

conclusions to be drawn from them. The following is

not atypical of the way in which such issues were dealt

with in the supervision of trainees in psychiatric

residency:

A 25-year-old married graduate student presented

himself to the student mental health clinic at his

university. His chief complaint was feeling “tense and

nervous.” The therapist, a first-year resident, decided

to begin treatment by systematic desensitization. After

several sessions the patient said that he would rather

just talk.

The patient turned down the lighting in the room,

pulled up a second chair on which to rest his feet, and

began talking. Twice a week in this way the patient

talked of growing up in a very rigid and authoritarian

home. After two months in treatment, he began to tell

a very long fantasy which involved himself and his

father. Therapy sessions began to take on a “serial”

aspect, in that the patient could only work on recalling

further material during psychotherapy. Ultimately he

recalled his father bending over him and sucking his

penis.

This phenomenon was explained by the resident’s

supervisor as a “screen memory.” This term implied

that the memory related not to a specific event that

had occurred but to the memory of the child’s unac-

ceptable ideas of a sexual nature. The child was not

thought to have memory of an actual sexual trauma. 1

Earlier, of course, Freud had postulated that neuroses

stem from “.
. . a precarious experience of sexual

relations with actual excitement of the genitals, result-

ing from sexual abuse committed by another person.” 2

How Freud’s theory changed is the subject of an

Address correspondence to Dr. Mansheim at the Ports-

mouth Psychiatric Center, 301 Fort Lane, Portsmouth VA
23704.

Submitted 6-15-87.

interesting controversy that has recently been de-

scribed in detail.
3

In the recent past a new awareness of sexual abuse

of children as a major problem has been accepted not

only by professional groups but also by the larger

society. Many attempts have been made to educate the

public as to the nature of the problem, and many
attempts have also been made to educate children as to

how to prevent the problem. For the most part, it

seems reasonable to conclude that the publicizing of

the problem of child sexual abuse and its sequelae and

the resultant awareness on the part of the general

population has been largely a helpful phenomenon.
Children who would not have been treated in the past

are now being identified and treated.

The area of child custody disputes has also seen a

great deal of change. In the 19th century, children

were deemed to be the property of their fathers. By the

early 20th century, it became much more common for

children to be awarded to their mothers’ custody

following a divorce. The assumption grew that a child

of “tender years” would be far better off being cared

for by the mother. In the 1970s, however, this began to

change as more men began to petition the courts

successfully for custody.
4

At first, a father needed to show that the mother was
“unfit.” Later, fathers’ petitions for custody tended to

center on the proposition that fathers were just as

capable of taking care of children as were mothers.

Presently, due to the general tendency in society to

accord rights to individuals regardless of gender, the

presumption in favor of a mother receiving custody

has been further undermined. In many courts there is a

specific acknowledgement of a father’s equal right to

custody.

With an increased level of equality in custody dis-

putes, increasing pressure is placed on both parents

involved in a custody dispute to find a clear, concrete

piece of evidence that will lead to gaining custody of

the child or children. Given the distortions in percep-

tion to which men, women and children may be

subject in the process of divorce, and given the vigor

with which custody disputes may be waged, it is

perhaps not surprising that some individuals resort to

unsupported charges of sexual abuse."

Three-year-old Nancy was referred by a social serv-

ices department for further evaluation after her mother

alleged that the child’s father, from whom she had

recently separated, had engaged with the paternal

grandmother in sexual abuse of the child. The social

services department had been unable to uncover any

clear and substantial evidence of sexual abuse. The

social services department had already seen the moth-

er, father, paternal grandmother and child. The depart-

ment was now asking a psychiatrist in private practice

to further evaluate the child.

The mother gave a history of the marriage as having

been characterized by a great deal of interference on
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the part of her husband’s family. She had to attend

Sunday dinner each week at her mother-in-law’s resi-

dence. Her religious beliefs were different from those

of her mother-in-law, and she felt that her mother-in-

law made religion too much a part of her life.

Nancy came into the examiner’s office easily. She

smiled and announced, “Gramma touched me on my
butty-butt.” Nancy gave no other details in response

to questions such as whether the activity had taken

place during everyday activities, like bathing, or was

outside of the context of everyday events. She refused

to implicate her father in any way. Nancy demonstrat-

ed age-appropriate speech and language. She engaged

in very nurturant doll-play. Gross and fine motor skills

appeared well-developed. She interacted in a friendly

and warm fashion with the examiner. A second exami-

nation session revealed the identical result.

Nancy’s mother was informed that no affirmative

conclusion could be reached with regard to sexual

abuse and that Nancy’s development appeared normal

if not slightly advanced. Mother was visibly unhappy
with this conclusion but appeared to accept it.

Some months later, the examiner was asked to

testify at a hearing regarding the divorce between

Nancy’s parents. He testified as to what Nancy said,

adding that he was unable to conclude that sexual

abuse had taken place.

One year after the hearing, the examiner was in-

formed by Nancy’s mother’s attorney that further

legal proceedings had occurred. Nancy’s mother con-

tinued to have custody, and ultimately visitation be-

tween Nancy and her father, who continued to reside

in his mother’s home, was terminated.

Evaluating Sexual Abuse Reports

It is the responsibility of the local social services

department to conduct a thorough investigation of all

complaints of suspected child abuse. When a social

services department asks a physician to become in-

volved in the investigation, the physician has the

primary responsibility to the child and to the social

services department. It is appropriate for the physician

to inquire of the social services department as to

whether all of the involved individuals have been

interviewed. It is evident that no affirmative opinion

with respect to the presence or absence of child abuse

can be made without interviewing all of the involved

parties. However, if the social services department’s

questions for the physician are sufficiently clear and

limited, it may not be necessary for the physician to

interview personally all of the involved parties. For

example, in the case above, the social services depart-

ment was simply asking the physician as to whether or

not an evaluation of the child would yield an affirma-

tive conclusion with respect to child abuse.

While there are no universally applicable standards

which will always lead to a correct decision, a number
of aspects of a given child sexual abuse allegation may

make the allegation suspect .

6 To begin with, the

child’s story of what has happened is more likely to be

invariant and given in a spontaneous fashion than is

true in a legitimate child sexual abuse case. The
invariant and spontaneous recitation of the story sug-

gests coaching, and it also suggests that there is little

anxiety attendant on the child’s reciting of the story.

Inasmuch as anxiety and other painful affects are a

frequent concomitant of actual trauma of any sort, the

absence of anxiety in a child’s recitation of a story may
suggest that the allegation is false.

A homosexual allegation against a parent who has

had no previous history of homosexual pedophilia

must also give one pause for thought. It strains credi-

bility that a man could suddenly develop symptoms of

homosexual pedophilia shortly after separation, and

that he would act out such symptoms exclusively with

his own son.

When children are in the presence of a parent falsely

accused of sexual abuse, they are often very comfort-

able and may even discuss the alleged abuse at the

prompting of the accusing parent. Sometimes children

who give spurious accounts of abuse use adult sexual

terms. Sometimes the accusing parent presents with

audio tape recordings of the child’s accounts.

As a rule, children who report genuine sexual trau-

ma events do so with reluctance, with painful affect,

and with immature sexual terms. They are characteris-

tically very uncomfortable in the presence of the

suspect parent. The children appear to want to keep

their interactions with the suspect parent as unremark-

able as possible in order to reassure him and not to

reveal that they have implicated him. This often pro-

duces tension, which may be manifested by anxious

appearance, exaggerated affection, or withdrawnness,

or hyper- or hypo-activity.

Many cases of spurious allegations of child sexual

abuse involve repeated unusual or even bizarre emer-

gency room trips and complaints. Examples include

seeking treatment for sudden and unexplained redness

and pain in the child’s genital area, suspicion by one

parent that another parent has given the child a drug,

or accusations of physical trauma in the absence of

physical evidence of trauma.

There is no one special technique that is universally

successful in helping evaluators to come to a conclu-

sion about the presence or absence of child sexual

abuse. When there is evidence available on physical

examination, this can be useful. Obvious examples

include bruises and discontinuities in anatomical struc-

tures. Talking with the child can be helpful, especially

if the physician already knows the child from many
routine pediatric contacts. The use of anatomically

correct dolls has never been validated in a systematic

fashion, but it can be a useful technique to enable

youngsters with underdeveloped verbal skills to com-

municate their experiences. In the case of unfamiliar

physicians and examiners interviewing the child, the
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Point of View: Rehabilitating the Sexually Disabled

I
n this new era of open discussion of sexual

problems, both physicians and the lay public are

beginning to look at the sexual needs of the physi-

cally disabled and those otherwise sexually handi-

capped in an effort to provide all people the oppor-

tunity for sexual experience as a conjugal or

personal expression.

Thirty-two years ago, when I was a fellow treat-

ing advanced cancer patients, a nurse came to me
extraordinarily upset about finding a 19-year-old

girl masturbating in her hospital bed. She had

osteogenic sarcoma metastatic to her lungs, had

undergone midthigh amputation, and died of respi-

ratory insufficiency from her metastasis four days

later. I looked upon her efforts to escape from the

tragedy of her limited life as a tribute to the human
spirit and am pleased that the public climate is now
one which allows us to discuss situations of this

kind.

For example, a national task force on sexuality

and disability has been organized by Nathan D.

Zasler, MD, of the Medical College of Virginia/

Virginia Commonwealth University, for the meet-

ing of the American Congress of Rehabilitation

Medicine on October 29-November 4 in Seattle,

Washington. (If you’re interested, call Dr. Zasler at

(804) 786-0200.)

In regard to that meeting, we physicians usually

think of our role as healers as being focused on

removing pain. Soon we may also have the pharma-

cologic option of providing pleasure as research and

development companies make available the vasoac-

tive intestinal peptide, or VIP (Senetek, Mountain

View, California), which on peroneal injection can

correct impotence in 50% of aged males or diabetics

suffering from this problem. Topically, it has alter-

native uses in women, and for the first time we are

seeing the application of neuropeptides towards

restoration of autonomic function that can provide a

physicologic opportunity in people bereft of sexual

expression.

What is significant to the trial of VIP in human
sexual function is that it represents the release of

the genie from the bottle. If abetting sexual stimula-

tion becomes a pharmacologic option, we physi-

cians must acknowledge pleasure principals as a

motivating force and a natural patient need. It will

be of interest to see if VIP becomes a Schedule II

drug requiring a narcotic license.

In this period of concern for AIDS and the

dangers of sexual freedom, there is an appropriate

growing medical interest in sexual expression and

its rehabilitation as a patient's birthright that tran-

scends plumbing and pain.

William Regelson, MD
Medical College of Virginia/VCU

Box 273, MCV Station

Richmond VA 23298

conventional wisdom is that the first investigator is

most likely to receive the most complete and accurate

information. With each successive telling of the story

to successive unfamiliar examiners, the child may
become more and more reluctant.

It is obvious that spurious allegations of child sexual

abuse are extremely damaging to the child’s ability to

form an appropriate relationship with either parent.

The parent who has made poorly supported allegations

of sexual abuse against another parent may find that

the child is extremely cautious in communicating with

the accusing parent, for fear of involving himself or

herself in an uncomfortable controversy. On the other

hand, the child is likely to be very cautious in engaging

with the parent who has been accused of sexual abuse.

It is appropriate for a physician to make these points

clearly with parents, but often it is difficult for parents

to accept that they are engaging in harmful practices

when they are in the middle of fighting with each other

over the child’s custody.

In attempting to sort out true from spurious charges

of sexual abuse, the physician’s greatest asset is to use

a clinical attitude of dispassionate concern and a

reluctance to draw conclusions without convincing

facts. It is always an advantage to be dealing with

families whom one has known for a long time. Another

important asset is a collegial relationship with social

services department workers, preferably a relationship

developed over years of shared interactions.
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Ulcerative Colitis

in an Allergic Person:

Case Report

John B. Catlett, MD
Richmond, Virginia

Case Report

BWB, a 35-year-old married white female, was

initially seen on September 10, 1986, for asthma and

rhinitis.

Ulcerative colitis had been diagnosed in October

1968 at the Medical College of Virginia. Twelve hospi-

talizations were required for classic ulcerative colitis

signs and symptoms through August of 1981. She had

received the usual treatments including sulfasalazine

(Azulfidine
R
), steroids, steroid enemas, milk avoid-

ance, bland diet and azathioprine (ImuranR). She had

sinus problems and skin rashes. Once her weight

dropped from 125 pounds to 78 pounds. Suicide was

contemplated.

In November of 1981 and January of 1982, in two

stages, colectomy and construction of a small bowel J-

pouch were carried out at the Mayo Clinic. Following

surgery, until seen by me, the patient had three to five

bowel movements per night, and a bowel movement
each hour during the day. She was a slave to the

bathroom.

Skin tests showed positive reactions to inhalants.

Treatment with inhalant avoidance and immunothera-

py gave relief of her inhalant allergy. She also had

strongly positive reactions to milk, beef and malt.

With elimination of positive reacting foods, GI symp-

toms disappeared. The reintroduction of beef caused

diarrhea and also swelling of her hands. She noted that

a glass of milk would go through her in one to two

hours.

A double-blind food challenge was made with place-

bo and milk-containing capsules. The placebo control

was negative. The milk-containing capsules (10 gm),

given on October 6, 1987, from 10:30 am until 12:30

pm, caused a positive reaction beginning with diarrhea

at 4 pm and progressing to abdominal cramps, back

pain and diarrhea that evening and night, and diarrhea

with bleeding the following day requiring loperamide

(Imodium®) and sulfasalazine (Azulfidine®) for con-

trol. Endoscopy showed erythema of the ileal pouch

and biopsy showed chronic inflammation, including

eosinophils and neutrophils.

Address correspondence to Dr. Catlett at 2012 Bremo
Road, Richmond VA 23226.

Submitted October 12, 1987.
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Discussion

Could this lady’s ulcerative colitis have been due to

allergy? McDermott and Stenson 1 and others postulate

immune mediators to be the cause for idiopathic

inflammatory bowel disease. These investigators have

not looked for an allergic cause for release of these

mediators, even though the mediators suggested are

the same as those released in the allergic reaction.

The bowel wall has mucosal and tissue mast cells.

Mast cells can be stimulated to release mediators by

antigen, histamine-releasing activity of neutrophils,

eosinophils, lymphocytes and monocytes, LTB4,
platelet agglutinating factors and other factors.

Once an antigen has stimulated the mast cell to

release its mediators, the attracted PMNs, eosinophils

and other factors can stimulate more mast cell media-

tor release. The constant presentation of antigen (in-

gested, inhaled or injected) could keep this process

from shutting down.

Biopsy of tissue undergoing the late phase allergic

reaction shows tissue swelling, fibrin, PMNs, eosino-

phils, mononuclear cells and some basophils, depend-

ing on the tissue.

The relationship of mast cell activation to positive

skin tests has been recognized in inhalant allergy for

many years. Less work has been done with food

antigens, but the work in recent years of Atkins,
2

Sampson, 3 Bock and May4
points to the significance of

skin tests in food allergy. The use of prick tests by

these investigators has only a quantitative relationship

to the use of prick and intradermal tests in this case.

In the patient presented, we know that she is an

atopic individual. She has nasal allergy and asthma,

positive skin tests for inhalants, and relief by immuno-
therapy. In addition, this patient had chronic diarrhea

and recurrent inflammation of the small bowel (pou-

chitis). She has positive skin tests for food antigens

and relief of gastrointestinal symptoms on avoidance

of these antigens.

One cannot say that inflammatory disease of the

colon, in this patient, was due to food allergy. She no

longer has a colon. One can say that constant release

of mast cell mediators could cause chronic inflamma-

tion. If this inflammation were to occur in the colon,

the result might be ulcerative colitis.

I would do well to note at this time that ingested

food allergens can present at sites remote from the

bowel, 5,6 such as skin or the respiratory tract. The site

of the sensitized mast cell is more important than the

route of antigen presentation. In this case, one might

postulate that sensitized mast cells were in the colon.

Conclusion

It is incumbent upon the allergist to know the

location of mast cells in the body, to know that these

cells, when sensitized, can be triggered by antigens

introduced into the body by varying routes, to know
the pathology that could occur if these cells were

stimulated to release mediators, and to recognize the



clinical conditions which might present if these events

were to take place. Among these conditions could be

rhinitis, conjunctivitis, headache, asthma, eczema,

urticaria and gastrointestinal disturbance.

It is recognized that this report does not present

conclusive evidence that there was an IgE-dependent

allergy to milk. There are many unanswered ques-

tions. For a stronger case it would be helpful to have:

a) a positive puncture test, b) an immediate response

(less than 2 hours) after oral food challenge, c) mea-

surement of release of mast cell/basophil mediators

into the circulation during clinical response.

Refinements in diagnosis of allergy mediated disease

will come. In the meantime, the alert clinician will use

the tools at hand for the benefit of his or her patient.

Inflammatory bowel diseases, Crohn’s disease and

ulcerative colitis are tragic diseases of unknown etiolo-

gy. If we could show an allergic cause for a small

percent of these cases, we would be giving a valuable

service.
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ABSTRACTS
These are abstracts of papers presented at the

scientific session of the Virginia Dermatological Soci-

ety on November 1 , 1987. Others appeared in the June
issue.

Onset of Psoriasis During the Course of AIDS. Robert

B. Scoggins, MD, and Edward N. Kitces, MD, Rich-

mond.

A 46-year-old man was found to have HIV seroposi-

tivity and a decrease in T-helper cells in 1985, although

he contracted only minor respiratory illnesses for over

a year. In the past he had been evaluated for a variety

of cutaneous lesions, including perianal monilial inter-

trigo (1977), herpes simplex of the buttock (1982-83),

dermatomal herpes zoster (1984), and mild seborrheic

dermatitis and an acneiform eruption (1985). In No-
vember 1986 he presented with guttate psoriasis

around the elbows and thighs, which he related to an

episode of sinusitis that had been treated with antibiot-

ics. Family history revealed that his mother also had

psoriasis. Treatment was initiated with oral erythro-

mycin 1.0 gm daily and clobetasol propionate 0.05%

cream on an alternating two week schedule. In Decem-
ber 1986 he developed Pneumocystis carinii infection.

During therapy his psoriasis temporarily cleared, but it

recurred and flared in January 1987, possibly about the

time AZT therapy was begun. The psoriasis responded

poorly to oral antibiotics and topical corticosteroids

and anthralin. By April 1987 he had developed general-

ized psoriasis, though with sparing of face and scalp.

His psoriasis dramatically improved following one

treatment with ultraviolet B light and oral dicloxacil-

lin, and he remained free from involvement until his

last hospitalization. He eventually succumbed to dis-

seminated lymphoma with severe hypercalcemia. On-

set and/or flare of psoriasis have been reported in

patients with AIDS. It is possible that intercurrent

bacterial or other infections induce psoriasis in these

patients, especially in those who may be predisposed

to the condition.

Perforating Folliculitis/Kyrle’s Disease. Charles M.
Caravati, Jr., MD, and James W. Patterson, MD,
Richmond.

A 20-year-old healthy man was first seen in June

1987 with a one-year history of hyperkeratotic lesions

of the arms, legs and trunk. Physical examination

revealed multiple hyperkeratotic papules with central

accumulations of keratinous debris that were sugges-

tive of perforating material. No other abnormalities

were noted. Biopsy of a typical lesion showed acanth-

otic epithelium with a central channel leading to the

skin surface. This channel contained keratin, inflam-
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matory cells, and altered connective tissue. A diagno-

sis of perforating folliculitis/Kyrle’s disease was made.

Treatment with topical or systemic retinoic acid deriv-

atives was contemplated, but the lesions began to

spontaneously resolve. Kyrle’s disease was first de-

scribed in 1916 as an eruption of large umbilicated

papules and nodules in a patient with diabetes melli-

tus. It has long been considered a rare disorder. In

1968 Mehregan described a milder papular eruption

showing microscopic perforation of the lateral walls of

hair follicles. In recent years numerous cases with

features resembling both conditions have been ob-

served among patients with chronic renal failure (often

on the basis of diabetic nephropathy) who are under-

going hemodialysis, and it is now widely believed that

perforating folliculitis and Kyrle’s disease are variants

of the same condition. As illustrated by this case, not

all patients with perforating disease have an underly-

ing systemic illness. The cause of the eruption is

unclear, but disordered keratinization and/or papillary

dermal connective tissue changes may be responsible.

The retinoids appear to be beneficial in this condition.

Auricular Epithelioid Angiosarcoma: Case Report.

Robert M. White, MD, Roanoke.

A 70-year-old man noted a red spot on the tip of the

helix of his right ear in November 1983. The area was
locally excised, and the initial pathologic diagnosis

was “atypical fibroxanthoma.” The lesion promptly

recurred, and a second wider excision was performed,

with a pathologic diagnosis of “recurrent osteoid-

forming tumor.” Review of both specimens at the

Armed Forces Institute of Pathology led to a diagnosis

of cutaneous angiosarcoma with foci of malignant

osteoid formation. In August 1985 there was a second

recurrence. Physical examination revealed a 1.5-cm

tumor with reddish hue and associated discoloration of

the entire upper one-half of the ear. Wide local exci-

sion was performed. Microscopically, the tumor

showed a sinusoidal vascular pattern, well demon-

strated with reticulin stain. Immunoperoxidase stains

for factor VIII related antigen and vimentin were

focally positive in the vascular tumor, while S-100

protein was identified in the area of cartilagenous

differentiation. The patient has been followed regular-

ly and has had no evidence of recurrence as of the

summer of 1987. Angiosarcomas are malignant vascu-

lar tumors that may arise anywhere in the body,

including the skin. Angiosarcoma of the head and neck

region generally portends a poor prognosis. This case

indicates: 1) the clinical and histopathologic difficulties

in recognizing early head and neck angiosarcomas; 2)

the tendency of these lesions toward local recurrence;

3) the multiple lines of differentiation that cutaneous

angiosarcomas can express, especially in recurrences;

4) the diagnostic value of immunoperoxidase methods;

and 5) the need for aggressive surgical therapy of these

lesions.

Lues Maligna. Audrey Gottlieb, MD, and James W.
Patterson, MD, Richmond.
A 35-year-old woman developed an eruption on the

palms, wrists and soles, followed by painful ulcers in

the oral and vaginal mucosae. Crops of lesions formed

on the extremities, and she experienced partial shed-

ding of nails and diffuse hair loss. Physical examina-

tion revealed hyperkeratotic, violaceous papules on
the sides of the hands and wrists, ulcerations on the

tongue, punched-out ulcers on the labia and hyperker-

atosis of the soles. Initial VDRL and FTA were

negative. T cells were 69%, B cells were 7%, and there

was a helper: suppressor ratio of 1.7:1. Results of

initial evaluation and laboratory studies suggested a

diagnosis of erosive lichen planus, and prednisone

therapy was initiated. Skin biopsy showed parakerato-

sis, acanthosis and a dermal infiltrate containing large

numbers of plasma cells. Darkfield microscopy and

Steiner and Steiner stain for spirochetes were nega-

tive, but repeat serologies were positive, and a diagno-

sis of lues maligna was made. She was treated with

two intramuscular injections of benzathine penicillin

1.2 million units each. She experienced a mild Herx-

heimer reaction, which was controlled to some extent

by prednisone therapy. Lues maligna is a severe

variant of syphilis in which there may be a prodrome

of fever, headache and myalgia, followed by skin

lesions that can be pustular or rupioid. Cutaneous and

mucosal ulcers can also occur. Thus far there is no

evidence that patients developing this variant are

debilitated or infected with an especially virulent

strain of Treponema pallidum, but a peculiar host

immunological response to the organism, perhaps

leading to vasculitis and thrombosis, has been postu-

lated.

Essential Mixed Cryoglobulinemia. Cynthia Hall, MD,
Charlottesville.

A 57-year-old woman presented with acute onset of

arthralgias and purpura of the lower extremities. Phys-

ical examination on admission revealed palpable pur-

pura of the lower extremities and erythema and pain of

the elbows and metacarpophalangeal joints. Signifi-

cant laboratory data included a positive rheumatoid

factor at a titer of 1 :2560, a cryocrit of 0.05 (normal 0-

0.01), a negative antinuclear antibody and a normal

urinalysis. Biopsy of a purpuric lesion revealed leuko-

cytoclastic vasculitis. A diagnosis of essential mixed

cryoglobulinemia was made. Treatment was initiated

with prednisone and ibuprofin, but following discharge

she developed new purpuric lesions, splinter hemor-

rhages of the nails, and blurred vision associated with

retinal vasculitis. Despite cyclophosphamide and in-

creasing prednisone therapy, she developed worsening

arthralgias and dusky discoloration of the fingertips.

When plasmapheresis was added to the treatment

regimen, there was a decline in the rheumatoid factor

titer and cryocrit and her pain decreased as well. Since
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discharge from the hospital her clinical status has been

stable, although fingertip necrosis developed, requir-

ing plastic surgical evaluation for possible amputation.

Cryoglobulins are immunoglobulins that precipitate at

cold temperatures and dissolve on rewarming. Mono-

clonal cryoglobulinemia may occur in lymphomas,

multiple myeloma or Waldenstrom’s macroglobulin-

emia. Mixed cryoglobulinemia is seen in association

with autoimmune diseases but, as in this case, there

may also be no apparent underlying disease. Plasma-

pheresis has been a useful therapeutic adjunct in this

condition.

Pitted Keratolysis in a Unilateral Palmar Keratoderma.

James W. Patterson, MD, and William P. Jordan, MD,
Richmond.

A 43-year-old man presented with a several-year

history of a keratotic lesion of the palm of the right

hand. The left palm and the soles were normal. On
physical examination there was a verrucous, hyper-

keratotic lesion involving the palmar surface of the

right hand and accentuated in pressure areas. The

lesion was noted to encroach upon the lateral surfaces

of the fingers with sharp demarcation from adjacent

normal skin. Earlier descriptions of the lesion men-

tioned pit-like depressions suggestive of punctate por-

okeratosis. Biopsy findings included hyperkeratosis,

hypergranulosis and acanthosis. Within pitted depres-

sions of the horny layer were clusters of slightly

basophilic, filamentous organisms. These organisms

were gram positive with gram negative segmental

staining and were well demonstrated with Gomori
methenamine silver. Immunoperoxidase stains failed

to reveal presence of human papilloma viral antigen. A
diagnosis of pitted keratolysis in unilateral palmar

keratoderma was made, and treatment was initiated

with a topical preparation of equal parts 5% 5-fluoro-

uracil and 0 . \% retinoic acid. Pitted keratolysis is most

commonly seen in tropical climates. It consists of

pitted depressions of the skin that contain filamentous

microorganisms. The pits can enlarge and coalesce.

The soles of the feet are most commonly involved;

palmar involvement has been reported but is rare. The
taxonomy of the causative organism has been debated,

but recent evidence suggests that it is Micrococcus

sedentarius. Thorough drying of the feet, topical anti-

biotics and keratolytics are possible therapeutic mea-

sures.

Cranial Fascitis. Hazle Konerding, MD, and James W.
Patterson, MD, Richmond.

A 3-year-old girl presented with a mass on the scalp

that had developed and enlarged over a four-month

period. Physical examination revealed a somewhat
cystic mass that measured at least several centimeters

in diameter. Radiographic studies, including CAT
scan, did not reveal involvement of the underlying

bone. Initial biopsy showed a dermal/subcutaneous

accumulation of fibrous tissue in loose arrangement

within a myxoid matrix. Many cells were markedly

elongated, having a “tissue culture” appearance.

There were areas of hemorrhage, vascular prolifera-

tion and chronic inflammation, but significant nuclear

atypica was not observed and mitotic figures were

rare. Immunoperoxidase studies showed negative

staining for desmin, factor VUI-associated antigen, S-

100 protein, and alpha- 1 antichymotropsin. Electron

microscopy showed cells with markedly dilated cister-

nae of rough endoplasmic reticulum, bundles of micro-

filaments, pinocytotic vesicles, and focal basement

membrane material, features of myofibroblasts. A
diagnosis of cranial fasciitis was made. The mass was

excised, and microscopic findings were virtually the

same as in the initial specimen, although there were

some areas of dense cellularity within the tumor mass.

Cranial fasciitis was first reported in 1980. It is a

rapidly growing tumor of the scalp of young children

that is closely related to the entity nodular fasciitis that

usually occurs on the extremities of young adults.

These lesions may erode the outer table of the skull,

but they appear to have a benign clinical course

following local resection and/or curettage of underly-

ing bone.

Multiple Basal Cell Carcinomas, Probably Basal Cell

Nevus Syndrome. Beth Whitmore, MD, Charlottes-

ville.

A 9-year-old boy developed multiple asymptomatic

papules on the neck at age 7. His past history was

significant for acute lymphocytic leukemia, diagnosed

at age 2. He was treated with radiation therapy and

chemotherapy and achieved a remission at age 7.

Physical examination revealed six firm, shiny, focally

pigmented 3-mm papules on the posterior neck. The

remaining skin was unremarkable. Skull and chest x-

rays were within normal limits. Shave excision was

performed on all of the papules on the neck, and each

showed histopathologic changes of basal cell cell car-

cinoma. A diagnosis of multiple basal cell carcinomas,

probably basal cell nevus syndrome, was made. Basal

cell nevus syndrome (nevoid basal cell carcinoma

syndrome) is an autosomal dominant disorder charac-

terized by an early onset of multiple basal cell carcino-

mas. Other tumors occur in some individuals with this

disorder, including fibromas, ovarian fibrosarcomas,

fibrosarcoma of the jaws, and medulloblastomas, and

there is a variety of other phenotypic effects, including

jaw cysts, ectopic calcifications, skeletal defects, and

pits of the palms and soles that histopathologically

may show epidermal changes of basal cell carcinoma

in situ. It is interesting that basal cell carcinomas

evolve infrequently from palmar pits, whereas those

basal cell carcinomas that develop in the head and

neck region are particularly destructive.
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Day Care Centers

Day care centers are everywhere; even the presi-

dential candidates, Bush and Dukakis, have vig-

orously endorsed the concept. A recent article in the

Charlottesville Daily Progress (June 26) recounts a

slightly different approach. Charles Gleason, MD, a

prominent local pediatrician, is attempting to persuade

local businesses to establish a nonprofit day care

center. The article notes that working women with

children in the Charlottesville area are predicted to

increase by 34.2% from 1980-1990. While Dr. Glea-

son’s approach is an innovative one, the problem of

day care for the children of working women is nation-

wide.

Hospitals are making provisions for the children of

their workers. From the simplistic day care offered in

some institutions, there is now a move toward a more

sophisticated approach. St. Mary’s Hospital in Rich-

mond has broken ground for a new Child Development

Center for the children of hospital employees. The

Center, which is scheduled to open on December 1,

1988, is licensed for 213 children. Included will be

space for 16 infants under the age of 15 months; 20

infants between 16 months and 2 years; and 177

children from 2 years up to the preschool age group.

While space requirement for licensure is 25 square feet

per child, the Center will provide 35 square feet. Nor
will the program be merely custodial; it will include

trained personnel and will be literally what the name
implies, a child development center. It is the wave of

the future. E.L.K., Jr.

A Clearer Mirror:

Medical Technology Assessment

I
f a community or family of the medical professions

exists, one recent source of strain from within has

been the increasing appearance of critical analyses of

the effectiveness of many popular diagnostic tests or

treatments. Although Codman as early as 1910 advo-

cated routine analysis of the outcomes of all medical

encounters, the scope and intensity of such reporting

has gained visibility mainly in the last decade.
1 The

innovators of any test or treatment naturally advocate

its use; wider and longer experiences reported by

neutral observers are then usually required to gain a

realistic perspective. Some proposed innovations de-

serve to fail, while others need the help of published

reports in order to succeed against established, but

obsolete procedures. Within recent years our percep-

tion of the practices of radical mastectomy, gastric

freezing for ulcer, some pacemaker implants or coro-

nary bypass operations, routine health checkups, and

many others have undergone substantial revisions.

Among the reasons for controversy caused by this

body of medical literature are: 1) any negative or

restrictive judgement on a procedure threatens some-

one’s principal skill or asset; 2) the emergence from

such studies of guidelines on generally appropriate

uses seems to threaten each individual physician's

freedom to apply personal judgement in specific in-
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stances; and 3) the appropriation of such technology

analyses by government or insurance carriers can be

aimed more at cost control than at health or education.

Finally, the literature of technology, cost-effective-

ness, and decision analysis now contains a number of

relatively esoteric terms or concepts. While the terms

sensitivity, specificity, and Bayes’ theorem related to

testing may now seem comfortable to most of us, this

literature often spins off into over-generalized mathe-

matical models of clinical scenarios, “quality-adjusted

years of life” benefits, and other terms seemingly

remote from daily medical or social reality. Hence,

angry editorials call this activity “The Tyranny of

Standards’’
2
or “Doublespeak.’’ 3

B efore we bristle with righteous indignation at this

question, it is apparent that some of us have been

doing some marginally indicated things. Hence, the

growth of second opinion practices by insurers, pread-

mission screening, federally-mandated utilization re-

view committees, Medicare guidelines on reimburse-

ment for specific procedures, and other burdensome

(and cost-adding) parts of the current scene. Here are

some samples from recent publications.

In terms of routine preoperative hematologic and

chemical screening before elective surgery, one sur-

vey of 6,200 tests in 2,000 patients found 60% of these

tests had no recognizable specific indication for per-

formance from history or physical examination; only

0.22% showed an abnormality potentially influencing

peri-operative management. 4

A Massachusetts hospital showed unusually high

rates of use of respiratory therapy services. After a

baseline survey of outcomes during high utilization, an

education and intervention program on physician pre-

scribing practices was followed by a marked reduction

in the use of respiratory therapy with no increase in

morbidity or mortality.''

After expert panels established scored criteria for

appropriateness of coronary angiography, carotid end-

arterectomy, and upper GI endoscopy, records of

these procedures were reviewed at several hospitals.

Inappropriate use was found in 17% of 1,677 coronary

angiograms, 32% of carotid endarterectomies, and

17% of upper GI endoscopies.
6

A review of 382 pacemaker implants at a Philadel-

phia hospital in 1983 using a consensus-developed set

of criteria for appropriateness showed 20% of implants

to have been inappropriate and 36% “possibly indicat-

ed" but without adequate documentation in the re-

cord. Better records might have improved this appar-

ent performance, but the result could not fail to

undermine confidence in our prescribing practices.

Enemies of medicine and those preoccupied with

controlling costs cite the fee-for-service system as

the major culprit. On the other hand, we are likely to

cite our need to practice defensive medicine against

malpractice litigation as the principal basis for our

procedural intensity and also our public’s demand for

the “newest and best’’ in available technology with

minimal delay, on the doubtful assumption that the

public is really or always willing to pay for it. Other

causes might simply include an increasing elderly

population seeming to require more cautionary medi-

cal attentions. Another potential reason of interest to

medical educators might be too low tolerance of

uncertainty by physicians; a heavy biomedical science

focus in our education and the insecurity of some
training environments might stimulate excess depen-

dence on clinical tests or marginal treatments in pur-

suit of an ultimately elusive certainty.
8

The answers to these kinds of questions will eventu-

ally depend on analyses of experience with a wide

range of alternative test and treatment strategies for

better defined diseases; then the education of the

profession about the most reasonable strategies on the

basis of that information.

S ince 1978 the American College of Physicians has

published a series of reviews of more than 75

diagnostic tests and 41 treatment modalities accompa-

nied by position papers indicating guidelines for use.

When addressing recognizably obsolete methods (such

as thymol turbidity test for liver disease, basal meta-

bolic rate for thyroid function, or sympathectomy for

hypertension), the positions adopted were relatively

noncontroversial. Some reviews, however, revealed

such an inconclusive or inadequate literature of pri-

mary studies on several procedures that summaries

and positions were nondirectional. Another problem is

that new technologies, for which there has been high

demand for prompt evaluation, represent a moving

target. Important new publications may appear while

the evaluation is in process or shortly after publica-

tion. Thus, a revised evaluation of thrombolytic thera-

py for myocardial infarction will undoubtedly be re-

quired.
9 On that topic the next step of describing

efficacy relative to cost of streptokinase (at $165 per

dose) versus tissue plasminogen activator (at $2,000

per dose in 1988) will be a challenge.
10

The topics chosen for review by the ACP have been

in response to requests from a wide range of sources:

interested physicians, hospital administrators facing

allocation decisions, the federal Office of Health Tech-

nology Assessment, and several insurance carriers.

When a position limiting or reducing the application of

a test or treatment has appeared. Blue Cross/Blue

Shield has advised its plans to consider that in reim-

bursement policy. There was then added the potential

for controversy arising from the collaboration in sup-

port for some of these analyses by Blue Cross/Blue

Shield or other potential sponsors.

In 1987 the ACP published Common Diagnostic

Tests a series of well-researched review articles on

preoperative laboratory screening, use of throat cul-
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tures in sore throat, use of urine culture in women with

dysuria, serum enzymes in myocardial infarction and

other similar subjects. Accompanying these back-

ground papers was a parallel series of “Medical Ne-

cessity Guidelines” offered by Blue Cross/Blue

Shield. Controversy following this publication has

been spirited. The ACP has received notes of censure

from the American College of Pathology, one state

Society of Internal Medicine, and a few resignation

letters from members complaining about being “in

bed” with the Blues. Although the purpose of the

insurers’ sponsorship of the project was stated as

primarily educational, the eventual probability of use

in claims denial seemed likely.

The ACP’s effort has been only one of many in this

field, where a variety of reporting methods may
be found. 1,12 The American Medical Association’s

Diagnostic and Therapeutic Technology Assessment

program convenes panels of both experts and users to

evaluate procedures and reports polls of these panels.

Tests or treatments are described in terms of the

percentages of participants considering a procedure as

either “established, investigational, unacceptable, or

indeterminate.”
13 The American Heart Association

and American College of Cardiology together convene

panels of recognized experts, assign literature re-

views, and then publish utilization guidelines in incre-

mental terms: “definitely indicated, possibly indicat-

ed, but debatable, and definitely not indicated.”
14

Almost every major medical organization is engaged in

some form of technology analysis. Assets of the Amer-
ican College of Physicians’ program include a relative

neutrality from comprising many subspecialties, and

the rigor to which its literature reviews are subjected.

The American Diabetes Association has adopted a

position favorable to the use of insulin pumps; the

American Cancer Society favors relatively intense

screening programs to detect malignancies early. The
procedure used by the ACP’s Clinical Efficacy Assess-

ment Project emphasizes analysis of the primary clini-

cal literature as compared to consensus among panels,

although consensus is required in the process of adopt-

ing a position paper.

One recurring challenge to assessors of medical

technologies is qualitative variation in the research

protocols pursued among the primary reports compris-

ing their reviews—the use of prospective data acquisi-

tion, randomized controls in therapeutic studies, and

narrow confidence limits in reports of results, for

example. In one evaluation of antithrombotic therapy

the reviewers assigned scores to the primary studies in

terms of such qualitative indices, thereby permitting

an incremental scale of validity to the policy recom-

mendations derived from their literature search.
15 The

Institute of Medicine intends to establish a clearing

house for coordination and possibly standards-setting

in terms of the quality of these various review efforts,

themselves. 12
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Those who oppose these efforts arising from within

the medical professions should consider some of the

other volunteers eager to contribute to this field.

Examples of the latter include Nader and Wolfe’s

Health Research Group or the publication of hospital

mortality data for selected procedures by the Inspec-

tor General of the Health Care Financing Administra-

tion.

Some of the imperfections of guidelines derived

from experience are inherent in any effort to

extrapolate from general patterns to particular situa-

tions. No decision tree can contain enough branches to

transmit the texture of reality, or even the changing

weight or intensity of any individual branch under

varying times and circumstances. If conventional wis-

dom had been rigorously followed, no one would have

ever introduced coronary angiography, provided suc-

cessful resection of metastases for certain carcinomas,

or engaged in other unconventional efforts occasional-

ly critical for some patients’ improvement. Even if we
make reasonable compromises, accept residual uncer-

tainty, and gradually improve our descriptions of

efficacy and costs, however, we are often still left only

with a description rather than a decision or a prescrip-

tion. Patients and the medical professions will often

attach different values both to the costs and to the

outcomes—palliation or cure, short-term or long-term

risk, or tolerance for uncertainty. Who decides wheth-

er a 35% greater coronary artery patency or x%
greater one year survival with tissue plasminogen

activator as compared to streptokinase is worth the

difference in their cost? Who decides whether the

essentially psychological benefits of medically orga-

nized rehabilitation programs deserve inclusion under

the benefit of a managed care plan, whose costs are

distributed among a large group of only potentially or

remotely affected subscribers?
13 Who decides whether

a state Medicaid program should pay for a rare liver

transplant or more prenatal preventive care?

It is apparent that the traditional, exclusive author-

ity of physicians and surgeons in this area will no

longer suffice. An experiment with “informed commu-
nity consent” in Oregon has been started,

16 and the

consequences of choosing between a liver transplant

or more prenatal care have been brought forcibly

home. 17
In this environment physicians’ roles will

become more like architects: letting the patients or

clients—often both individually and collectively—see

our vision of what the best obtainable edifice is for the

purposes at hand, present and future, and negotiating

the best available outcome relative to the client’s

resources. Medical technology assessment and its

guidelines represent only a first stage in that process.

Without it, however, there is only resignation to

ignorance or the imperfect reflections of personal

experience, and the prevailing powers of the moment.

Lockhart B. McGuire, MD
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FROM THE ROSTRUM

To a Young Man Entering Medicine

For his inaugural address as president of the Rich-

mond Academy of Medicine, Dr. William A. Robert-

son wrote a letter to a young friend, Peter Holloway,

who had questioned him about the advisability of

entering medicine. The first part of Dr. Robertson’

s

message dealt with the volatile forces assailing medi-

cine today. Published here is the second part, in which

Dr. Robertson called for action to combat those

forces. For a copy of the entire address, call the

Richmond Academy at (804) 643-6631.

S o, Peter, the question is, What is the profession

doing about all this?

Any answer must first remember that though the

practice as we have known it is being progressively

decimated, the patient must survive relatively un-

scathed in regard to the quality of his care. All of the

citizens of this nation should have equal access to

quality care regardless of their social status. The cost

of achieving this access must be shared fairly at a

national level. The access is the easy part. The quality

of care cannot be assured by federal law. It is a

personal thing. You and I are responsible for it. With

that ethical restraint our hands are not completely free

to do battle, but do have means.

We are easily our own worst enemies. We are

basically individualists and actually shun collectiviza-

tion. Ronald A. Hurst of the American Care and

Review Association said it best: “The most critical

acronym in America’s health care revolution is not

HMO, PPO or IPA. It is MD. Unfortunately, too many
physicians seem to be heading for the bunkers instead

of the front lines where they belong.” This must

change.

First, we need to stay fully informed as to the tactics

of our adversaries. They suffer no restraints and seem

much more interested in cost than quality of care. The

patient, baffled by the fray and needing help to under-

stand it, could easily become the major loser. We need

to educate our patients in the workings of these new
plans and their limitations.

Second, we need to embrace the world of politics in

an attempt to influence legislation that protects the

Presented on January 12, 1988, before the Richmond
Academy of Medicine.

Address correspondence to Dr. Robertson at 5500 Monu-
ment Avenue, Richmond VA 23226

patient and this profession. We need to lobby for

legislation sponsored by the American Medical Asso-

ciation that can correct some of the obvious inequities

in the tort system, including arbitration, caps on

outrageous awards, limits on contingency fees, and

elimination of the laws that cover the collateral source

rule and joint and several liability. A California law

passed in 1975 limiting both awards for pain and

suffering (to $250,000) and attorneys’ contingency fees

seems to have significantly slowed the growth of

premiums for insurance in that state. Federal bills

concerning these issues are being considered by Con-

gress.

Further, we need to pursue other alternatives to the

current tort system. It may be that the proposed

legislative changes to the current system are not going

to solve the dilemma. A form of no-fault insurance is a

workable alternative. It could remove the problem

from the courts completely and award damages in a

timely and efficient manner. The patient would be the

major beneficiary. The cost would be born by all

productive citizens. The negligent physician would

still be subject to disciplinary action. The seed of no-

fault insurance was planted last year with the passage

of the injured infants act (Birth-Related Neurological

Injury Compensation Act) by the Virginia legislature. I

hope it will blossom and spread throughout the tort

system and replace it.

Third, we need to combat the deprofessionalization

of medicine since this may be our biggest problem. In a

recent issue of the Journal of the American Medical

Association
,
two physicians explore the loss of profes-

sional autonomy to the medical-industrial complex. 1

They see a crucial link between this autonomy and the

quality of care and warn that with its deterioration, a

significant diminution in physician effectiveness will

result. An example of that could be the discourage-

ment of bright young men and women like yourself

from entering this profession, further damaging it.

Their answer suggests the expansion of physician-

driven organizations like the Mayo clinic, which are

able to maintain their autonomy while delivering quali-

ty care. This may be a viable alternative.

Fourth, we need to support our medical organiza-

tions. The American College of Surgeons and the

American Medical Association have worked for years

in support of education of practitioners with both

board certification and recertification. They support
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the strict application of the regulations as applied by

the Joint Commission on Accreditation of Healthcare

Organizations.

The American Medical Association spends millions

in support of friendly legislation. Political action com-

mittees, though distasteful to some, are absolutely

necessary to cope successfully with the current legisla-

tive process. On a local level The Medical Society of

Virginia and the Richmond Academy of Medicine have

been very active in this revolution and need to remain

so. Our effectiveness is directly measured by member-
ship participation.

Fifth, we need to support government-sponsored

peer review organizations with our participation. We
are the only ones who can accurately judge ourselves,

and only by policing ourselves will the legislators of

this nation become convinced that we do believe in

quality care. They are looking for evidence that the

quality issue is being addressed in a meaningful way.

Sixth, I would like to say a word about our own
professional behavior since this may be our biggest

weapon against the megacorporations and government

in their attempt to make us subservient.

Virtually all physicians make a living off of the

illness and misery of others. That little fact sharply

separates us from every other area of endeavor in this

world. No other major segment of the work force is so

burdened by such an awesome responsibility. With the

responsibility goes a whole different code of guide-

lines, including remuneration. I am not a proponent of

the philosophy that says “We deserve a big income for

what we do.” We do deserve a reasonable return for

our labors but squeezing the patient for a few extra

bucks is extraordinarily uncouth. If treated compas-

sionately, the patient can be our biggest ally.

In that light, an essay in the AMA News implying

that we are increasingly guilty of arrogance caught my
attention. Now, arrogance is defined as a feeling of

superiority and the demonstration of that feeling in

actions and words. As physicians, we are busy, and in

practices we are occasionally quick with answers,

neglecting of our peers and patients, and downright

rude if someone questions our ability. I said occasion-

ally. This is all heightened by intimidation from gov-

ernment and the insurance industry, who seem to

think we are all crooks. Being constantly on the

defense does make us a little edgy. I'm just as guilty as

the next doctor, particularly around 2 am in the

emergency room when the patient has been sick for

two weeks.

But frankly. I’m not convinced we have a corner on

this market. We are humans, too, so we are entitled to

tension headaches and premenstrual syndrome just

like others. The patient needs to understand that we
are not perfect. He can ask that we do our best and I

believe we do. By raising what I call our sympathy
index at critical times, I believe we can easily resolve

this issue and retain patient confidence.

S o, Peter, what is your future? No one knows for

sure, but I have a few ideas. The profession is not

dead. In fact, it may emerge better than ever, albeit

different. No one can deny a lot of fat is being

trimmed. Patients visit hospitals less and stay for

shorter periods. Some are avoiding unnecessary tests

and surgery.

You will enter practice with 16,000 other students

and you will be $40,000 in debt. Your assimilation into

practice will not be too traumatic since you have no

preconceived ideas of the fee-for-service, private-

practice mode of interaction. You will have a salaried

position in a major organization or clinic and I believe

you will be allowed to practice quality medicine.

In fact, the practice of medicine is a passion, and we
are in it because we love it. . .

So it is my impression you will have a great future.

The patient is still sick, still needs you, and wants the

best, not the cheapest, doctor. I say, go for it!

William A. Robertson, MD

1. Reed RR, Evans D. The deprofessionalization of medi-

cine. JAMA 1987;258:3279-82

2. Karlin MS. My Opinion. Arrogance has become more

evident lately. Am Med News, June 20, 1986, pp 43-4

Help for a troubled friend is only a phone call away.

If you suspect a colleague is experiencing problems with alcohol or drug abuse, don’t contribute to the

"conspiracy of silence," call The Medical Society of Virginia's Physicians' Health and Effectiveness

Committee. A non-punitive approach through rehabilitation is an alternative. Your report will be kept

confidential. Ask for Jeanne Douglas at MSV headquarters, (804) 353-2721.
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VIRGINIAMEDICAL OBITUARY

Memoir of C. V. Cimmino
1916-1988

By William Hollister, Jr., MD

Dr. Christian V. Cimmino died of cancer on July 10

at Mary Washington Hospital in Fredericksburg, Vir-

ginia. He was born in 1916, the third child and third

son of Peter and Frances Cimmino of Paterson, New
Jersey.

After attending local public schools he was admitted

in his 16th year to Harvard College, where he was

granted an honorary Harvard College scholarship for

academic merit. He was graduated with distinction in

1936. His career there was particularly noted for

having passed the Harvard University examination in

reading German without ever having had any formal

instruction in the language. This special drive and

ability in self-instruction served him well throughout

his professional career. Armed with a reading knowl-

edge of French, German and Latin, he was admitted to

the Medical School of Johns Hopkins University.

Following graduation, he continued his medical train-

ing in New York, Baltimore and Charlottesville.

After four years of naval service in World War II,

Dr. Cimmino emerged as a lieutenant commander and

settled in Fredericksburg for the practice of radiology

in 1948. His love of radiology in a small-town setting

was constant. That he was able there to see things on

his x-ray films that had never been seen before and to

practice medicine as both art and science was his gift

to Fredericksburg, as well as the town’s gift to him. He
greatly valued also the opportunity to teach his youn-

ger colleagues in the local department and to watch

and encourage their professional development.

It was this love for one-on-one teaching that led him

to refuse to be considered for the professor-chairman-

ship of the radiology departments of several medical

schools in Virginia and throughout the country. Nev-

ertheless, he taught as visiting professor at many
medical schools, including Duke, the University of

Texas at Houston, and the University of British Co-

lumbia. In 1979 he served on the faculty of a postgrad-

uate course in gastrointestinal radiology at Harvard.

Only three months before his death, he spent a week
teaching residents at the Brown University Medical

School.

His illness prevented his annual talk in May before

the Virginia Radiology Society, of which he was a

former president. As was almost always the case, Dr.

Cimmino would have represented among the speakers

the sole private practitioner. His illness also interrupt-

ed plans for a series of lectures at Emory University

Medical School.

At the time of his death, Dr. Cimmino was visiting

professor at the Medical College of Virginia/Virginia

Commonwealth University, clinical scholar at the Uni-

versity of Virginia, and professor emeritus of radiolo-

gy at George Washington University.

A small-town practice was no bar to his publishing

extensively, including coauthorship of a standard text-

book in radiology under the auspices of Harvard

University and over 100 articles. Dr. Cimmino was

also admitted by examination to the prestigious fellow-

ship in the Royal College of Radiology of Great

Britain.

Dr. Cimmino is survived by his beloved wife of 44

years, the former Mary Elise Pinckney; three children,

Ann Robinson of Washington DC, Elizabeth Harbin of

Rome, Georgia, and Peter Cimmino of Greenwich,

Connecticut; and four grandchildren.

• Samuel Harrison Williams, MD, retired Alexandria

internist; New York University Medical School, 1935;

age 83; died July 3.

• Ralph William Hess, MD, Grundy; University of

Virginia School of Medicine, 1956; age 58; died June 9.

His general practice in Grundy spanned 30 years.

• Alexander Farish Robertson, Jr., MD, Staunton;

Medical College of Virginia, 1916; age 94; died Octo-

ber 3, 1987. Dr. Robertson was a Past President of the

Augusta County Medical Society, the Medical Associ-

ation of the Valley of Virginia, and, in 1938-39, The

Medical Society of Virginia.

News of the death of a Medical Society of

Virginia member may appear in these pages in

either or both of two ways: I ) a brief notice

written by staff giving factual information; 2)

a memoir contributed by a physician who

knew the deceased peer and writes a personal

account of his or her life. If the memoir is

contributed before the brief notice is inserted,

it is published at once; if after, it is set in type

to be published as space permits.
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IF YOU'RE A DOCTOR WHO
LOVES YOUR WORK . .

.

Maxicare, the largest publicly-heldHMO in the

country, can offer you the stability of an estab-

lished organization alongwith our "patients-come-
first" approach to health care.

Ifyou specialize in family practice, pediatrics or

internal medicine and your love for people is why
you became a physician, then examine all that

Maxicare has to offer!

A generous salary, paid vacations/holidays,

paid professional liability insurance, continuing

medical education reimbursement, personal in-

surance benefits, retirement plan and paid reloca-

tion isjust the beginning ofthe Maxicare compen-
sation package.

Put the administration ofbusiness in ourhands
and we'll put the business of caring in yours.

Dedicated professionals are required through-

out the Norfolk area, as well as other locations in

the U. S.

Board certified/board eligible physicians are

asked to send their curriculum vitae to Angela

Lascola, Maxicare, Five Gateway Center, Pitts-

burgh PA 15222, or call collect (412) 553-7502.

Is medicine's pace of change bewildering you?
Are you looking for new career opportunities?

George Washington University's Master of Public

Health program serves the needs of clinicians

entering a new era in medicine - an era in which
skills in epidemiology, preventive medicine,

administrative medicine, and
occupational-environmental health are

important for professional development. Set

at the crossroads of academic clinical medicine,

a major university,and the public health
community ofWashington, the program offers

part- and full-time programs with weekday,
evening, Friday afternoon and Saturday

morning classes. For more information write or call

GWU-MPH Program, 2300 Eye Street NW,
PO Box 32, Washington DC 20037

(202) 994-2807.

VIRGINIA
MEDICAL
CLASSIFIED

Virginia Medical classified ads accepted at the discretion

ofthe Editor. Rates to Medical Society of Virginia members:
$15 per insertion up to 50 words, 250 each additional word.
To non-members: $30 per insertion up to 50 words, 250 each
additional word. Deadline: 5th day of month prior to month
of publication. Send to the Advertising Manager, 4205
Dover Road, Richmond VA 23221

.

EMERGENCY MEDICINE-Immediate opportunity for an

ER physician in beautiful Blueridge foothills of Western Vir-

ginia. Picturesque community with strongeconomy, good schools,

offer many recreational and cultural activities. Independent

contract offers competitive compensation including malpractice

insurance and tail coverage participation; 14,000 visits per year.

Supported by progressive 150-bed hospital. Contact Don Gus-

tavson, Tyler & Co., 9040 Roswell Road, Atlanta GA 30350;

(404) 641-6411.

NEUROLOGIST—Outstanding opportunity to develop practice

for small, scenic community in the Virginia mountains. Sup-

ported by 175+ bed hospital with 75,000 drawing area. Excellent

living conditions, popular recreational facilities. Contact Jim

Davis, Tyler& Co., 9040 Roswell Road, AtlantaGA 30350; (404)

641-6411.

URGENT CARE—Immediate full partnership with monthly

and annual bonuses. Health insurance included. Send CV to PO
Box 286, Virginia Beach VA 23458.

SOUTHWEST VIRGINIA—Modern 153-bed acute care hospi-

tal has excellent opportunity for board certified/eligible ob/gyn.

Medical service area population of55,000 and partnership/asso-

ciation available with coverage. Financial guarantees and relo-

cation. Beautiful mountainous plateau area with exceptional cul-

tural, educational and recreational opportunities. Contact Ad-

ministrator, PO Box 759, Pulaski VA 24301; (703) 980-6822.

RICHMOND-Seeking residency trained physicians for full-

time emergency department positions. Two facilities with com-

bined patient volume of 50,000 plus. Hourly compensation plus

malpractice insurance provided. Benefit package available to

full-time physicians. Contact Emergency Consultants, Inc. 2240

South Airport Road, Room 40, Traverse City MI 49684; 1-800-

253-1795.

FAMILY PRACTICE in Norfolk/Virginia Beach area. Unique

and challenging opportunity to pioneer new family practice

group in Norfolk/Virginia Beach area serving the healthcare

needs of military personnel and dependents. Facilities will in-

clude three outpatient clinics. Servkes offered will include pre-

ventive health, wellness programs, as well as seeing minor emer-

gencies and acute care patients. Group will include director,

assistant director and two staff physicians. Director require-

446 Virginia Medical, September 1988



STACKSVIRGINIA
MEDICAL October 1988, Volume 115, Number 10

© 1988—The Medical Society of Virginia

462

464

453

STACKS
453

469

HEALTH SCIENCES LIBRARY

UNIVERSITY OF MARYLAND
BALTIMORE

FEB 13 1989

tfCU m 10 CIRC.

492

492

493

493

ON THE COVER
From Baskets of Apples to Big Bucks: Lobbying Frances Schultz

Vying for Legislative Attention in Virginia

UP FRONT
Letter to the Editor George M. Nipe

“What did it accomplish?’’ Council orders unification study

THE MEDICAL SOCIETY OF VIRGINIA
Preliminary Program for the Annual Meeting 1988

and the Annual Reports of Committees
James L. Moore, Jr., Donald M. Poretz, John A. Owen, Jr.,

Leon I. Block, Percy Wootton, Richard L. Fields, C. Barrie Cook,
Robert L.A. Keeley, Robert J. Faulconer, E.L. Kendig, Jr.,

J. Albert Hagy, John P. McDade, Gervas S. Taylor, Jr.,

Ira J. Green, Carol S. Shapiro, George J. Carroll,

Ira D. Godwin, John R. Talbert, J.H. Hollingsworth,

James A. Shield, Jr., William H. Sipe, David C. Fluharty,

Ronald K. Davis, Frederick K. McCune, Alexander McCausland,
J.L. Patterson, Jr., Ray A. Moore, Jr., Frank C. McCue III,

Kenneth D. Tuck, John Boniface, Jr., and Barbara A. Mella

EDITORIALS
Dues and Assessments E.L.K., Jr.

Animal Research C. Barrie Cook
Dark Night Henry S. Campell
Biomedical Research Funding William B. Looney

481 Physicians Guide to the Natural Death Act
496 Meetings about Medicine

503 Classified Advertisements
STACKS

Editor Edwin L. Kendig, Jr., MD
Associate Editors Richard G. Lester, MD; Duncan S. Owen. Jr., MD; John A. Owen. Jr., MD

Editorial Board H. C. Alexander III, MD; Raymond S. Brown, MD; Henry S. Campell, MD;
C. Barrie Cook, MD; James N. Cooper, MD; Harry W. Easterly III. MD:
Eloise C. Haun, MD; Walter Lawrence, Jr., MD;
Lockhart B. McGuire, MD; Robert Edgar Mitchell. Jr., MD
Ann Gray Advertising Manager, Brenda Bowen Shearer

James L. Moore, Jr.

Virginia Medical (ISSN 0146-3616) is the monthly publication of The Medical Society of Virginia. Second-class postage
paid at Richmond, Virginia. Yearly subscription rate: $18 domestic, $24 foreign; single copies, $3. Virginia Medical does
not hold itself responsible for statements made by any contributor. Although all advertising is expected to conform to ethical

medical standards, acceptance does not imply endorsement by this journal, and the publisher reserves the right to reject any
advertisement. For information on the preparation of articles, write to the Executive Editor for “Advice to Authors”, or call

(804) 353-2721. POSTMASTER: Send address changes to Virginia Medical, 4205 Dover Road. Richmond VA 23221.

Executive Editor

Business Manager

October 1988, Virginia Medical 451



LETTERS
Dr. Nipe believes state of finances, membership demand
unification 6 6rethinking ’ ’

Three years ago when unification

with the American Medical Associa-

tion was proposed I felt this was not

a proposal that would be beneficial

to The Medical Society of Virginia.

In private conversation with our Ex-

ecutive Vice President I forecast a

loss of about 1300 members if unifi-

cation came to pass. I have been a

member of the AMA since I first

became a member of The Medical

Society of Virginia. My feelings re-

main the same; the AMA can be of

extreme importance to the physi-

cians of the United States. Howev-
er, if an organization exists only

because it compels membership and

not because it shows to prospective

members its interest and desires to

further their needs and the true inter-

est of members and, further, that of

their patients, then that organization

no longer is going to merit the mem-
bership of America’s physicians.

The Medical Society of Virginia

unfortunately found itself in a situa-

tion where it was thought to be polit-

ically necessary for unification to

proceed posthaste. I and others in a

position to realize the damage likely

to occur to our Society did not speak

out strongly enough to make reason-

able and mature judgment take

place. Urgency and some very

strong pressure from some of our

colleagues, in state and out, pushed

this legislation through our House of

Delegates. Peer pressure can be very

successful and it was then.

The finances of our Society and

the serious drain on membership de-

mand a rethinking of our position.

As President Updike has found, the

AMA is no longer concerned with

our problems. We now represent a

minority of the physicians of Virgin-

ia. If a majority feel we are in the

wrong position, then, I submit, in a

democracy we are wrong.

It behooves the leadership of The

Medical Society of Virginia to in-

form all the physicians of Virginia of

our intent to listen to the desires of

the physicians of this common-
wealth who are willing to return as

members of The Medical Society of

Virginia and then pledge to carry out

their personal desires in this matter.

The leadership of this Society

must remember that the physicians

we should represent are extremely

well educated and aware of the polit-

ical maneuvering that has occurred.

After long and thoughtful discus-

sion, councilors of The Medical So-

ciety of Virginia voted at their Sep-

tember meeting to establish a study

committee to look at the effects of

MSV/AMA unification. Specifically,

the Council requested, the commit-

tee is to survey all Virginia physi-

cians, whether members of the Soci-

ety or not, to get their views on the

issue. The meeting occurred on Sep-

tember 10 at MSV headquarters in

Richmond. President Glenn B. Up-

dike, Jr., presided.

Dr. Updike had placed the subject

of unification on the agenda, and ten

days before the meeting had sent a

letter to MSV officers, councilors

and delegates. After three years of

unification, he wrote, it seemed ap-

propriate to take “a close and objec-

tive look at what has happened to

our Society during this time.” He
appended a financial summary re-

vealing diminished reserves due to

substantial fiscal deficits in the three

years 1985-88 and a membership up-

If we wish them to return to this

Society we must listen to the major-

ity and carry out their wishes.

Last year I chose not to present

myself for a position as delegate to

the AMA because I saw this situa-

tion unfolding. After this paper be-

comes public knowledge, I will re-

sign my position as alternate

delegate to the AMA. My service to

The Medical Society of Virginia has

continued for over 30 years, and I

hope that in some small way it has

been helpful to the physicians of

Virginia.

I take this course only after long

and serious consideration. The time

to take a stand is now.

George M. Nipe, MD
910 Oakhill Drive

Harrisonburg VA 22801

Dr. Nipe was President of The Medi-

cal Society of Virginia in 1980-81.

date for the same period showing

1,737 members lost and only 780

(new) members gained.

It behooved Council to take a look

at the situation as a “sound, busi-

ness-like procedure,” said Dr. Up-

dike as he opened the subject for

Council’s discussion, and then “ei-

ther affirm or disclaim the question

of unification.” He reminded the

councilors that the chief complaint

of members who resigned after the

House of Delegates adopted unifica-

tion was that they had not been

given a chance to vote on it.

“Give them an opportunity to

vote on it now,” quickly recom-

mended Dr. Frederick K. McCune.

“But,” he added, “I don’t believe

we’ll get any of those members

back.”

Dr. J. Hayden Hollingsworth

agreed, stating that the resigned

members are “essentially lost."

(See Dr. Hollingsworth’s Member-

ship Committee report on page 483

of this issue.) The “real question” to

“What did it accomplish?’’

Council orders unification study
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Cyane Lowden

Dr. McCune

Dr. Alexander

ask about unification, he averred:

“What did it accomplish?”

“I don’t think all those members
are lost,” said Dr. William W. Re-

gan. “We made a hasty decision last

time. I make a plea for a carefully

considered decision this time. We
need to survey all Virginia doctors

on this issue and find out for sure

what they’re thinking.” Dr. Ira J.

Green rose to support Dr. Regan’s

plea.

“The decision was made by the

House at the urging of the leadership

for valid reasons,” said Dr. Leon I.

Block. “1) We should all support

unified organized medicine and 2)

our decision would encourage other

states to unify. Those reasons for

unifying are still valid, but if we’re

being crippled, we should take very

careful steps to do something about

it. I don’t see a need to deunify at

this point, but we should think about

it.”

Dr. H. George White, Jr., thought

there should be some thinking about

it, too, he told the councilors, but he

urged them to be “very deliberate”

about taking action. For the record,

he said, his personal bias was usual-

ly in favor of admitting mistakes and

moving ahead.

President Updike acknowledged

the raised hand of Dr. John A.

Owen, Jr., MSV First Vice Presi-

dent. “It’s good to have this discus-

sion,” he commented. “It gives us

the chance to show that this organi-

zation is not afraid to assess its ac-

tions and consider changes.” Dr.

William H. Sipe agreed with that.

From Dr. H. C. Alexander III

came the admonition that “whatever

the action we take, we will still have

a major problem with membership

recruitment,” because, he told the

councilors, the resignations were

precipitated not by unification alone

but by the “bad baby bill” assess-

ment as well. President Updike in-

terrupted the discussion to note that

in Dr. Alexander the Society has a

recruitment expert: He has single-

handedly recruited 16 members this

year.

“We really need to get a sense of

how each component society feels.”

urged Dr. Edwin J. Harvie. “We
may find overwhelming sentiment to

get out.”

Noting that “deunification would

hurt our credibility at the national

level,” Dr. Hollingsworth reminded

the assembled doctors that the Soci-

ety had worked very hard to en-

hance MSV presence at the AMA,
that three Virginia delegates now sat

on committees, and that the Virginia

delegation had been much in the

spotlight during the 1987-88 presi-

dency of Dr. William S. Hotchkiss.

Dr. Hollingsworth then suggested

that an ad hoc committee be appoint-

ed to study the issue.

Dr. Hotchkiss was recognized and

took the floor to present the case for

unification. He agreed that the Soci-

ety could not keep on losing mem-
bers, but “I am convinced,” he said,

“that more can be done in soliciting

members.”

Using slides to emphasize his

data, Dr. Hotchkiss projected losses

financial and political in the wake of

deunification: 1) $16,000 in commis-

sions to the Society for collecting

AMA dues; 2) the AMA's incentive

program grants for 1989 ($83,000)

and 1990 ($41 ,500); 3) the 10% AMA
dues deduction for unified members;

4) two seats in the AMA House of

Delegates; 5) impact in the national

arena.

At the conclusion of Dr. Hotch-

kiss’ presentation Dr. William H.

Barney moved that the President es-

tablish a committee to study the is-

sue. After some adjustment of lan-

guage, this version was seconded

and then passed unanimously:

That the President appoint an ad

hoc committee as soon as practica-

ble to study the question of unifica-

tion/deunification. to conduct what-

ever survey is necessary, and to

report back to Council at the earliest

possible time.

“Will there be any discussion of

this at the annual meeting?” asked

Dr. White. Dr. Updike replied that

the reference committees would

process both the report of the Coun-

cil's action and his Presidential Ad-

dress, in which he intends to speak

to the issue. —A.G.

Dr. Regan
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In th^fifties it was “friend to friend .

” Noi^The Medical

Society of Virginia is recruiting for a major legislative offensive
i & ^

BY FRANCES SCHULTZ

Taylor Dabney
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T
here was a time not long

ago when for most Virginia

physicians the word “lob-

by” was an innocent noun.

It referred to the big waiting room in

the hospital, respository of outdated

magazines. It had little significance

as a verb and implied no sense of

urgency or obligation to become po-

litically active.

No more. Not only .is “lobby” a

verb, it is big business in Virginia

and one that has experienced explo-

sive growth in recent years. Groups

of all sorts have organized to inform

and influence state lawmakers, and,

like it or not, The Medical Society of

Virginia has had to keep pace.

More and more it means that doc-

tors themselves have had to protect

their and their patients’ interests by

becoming involved in the legislative

process. And though for Virginia

physicians this signals a departure

from a traditionally low political pro-

file, it may be the inevitable outcome

of an era of Organized Medicine.

Gone are the days when doctors

don’t have to worry themselves with

.such things. Says Democratic State

Senator and Virginia Beach physi-

cian Clarence A. (Clancy) Holland:

“It used to be that doctors were so

busy practicing medicine and saving

lives that they just didn’t have time

for it. They always thought some-

body would look out for them. But

that’s not the real world today.”

Certain members of The Medical

Society of Virginia and its staff agree

with Dr. Holland and are sounding a

call to political arms. The battle

plan: to recruit a troop of physicians

to launch a legislative offensive that

will dramatically enhance the Soci-

ety's influence at the state legisla-

ture. The brainchild of an ad hoc

The author of this article was Frances

Schultz Brown when she was on the staff

of Virginia Medical in the early eight-

ies. She progressed from there to the

Richmond publication Style Weekly and

is now a free-lance writer.

In the photograph opposite. VaMPAC
has taken over the famous first floor

lobby of Richmond's Jeflferson-Sheraton

Hotel for a reception honoring Virginia's

legislators.

committee derived from the Soci-

ety’s State Legislative Committee,

the plan is one component of the

committee’s overall strategy to

streamline and strengthen the MSV
lobbying effort. Committee members
are Dr. Kenneth D. Tuck, Legisla-

tive Committee chairman; Dr. Glenn

B. Updike, Jr., MSV President; Dr.

Sam Barton, originator of the Soci-

ety’s Capitol Courtesy Medical Sta-

tion at the General Assembly; and

Dr. Leon I. Block, Falls Church,

MSV councilor. They began meeting

in June, and they worked fast.

By early July a letter was mailed

to the Society membership heralding

the creation of a political task force

and asking doctors to volunteer for

duty. Signed by Dr. Tuck, the let-

ter’s message was loud and clear:

“There are many complex issues

facing medicine today, and it is im-

perative that each of us be informed

on the issues and carry our message

to the legislators.” The goal of the

plan, the letter said, is to sign up one

physician for each state legislator, or

140 physician-volunteers. MSV staff

will keep those doctors abreast of

the issues and the Society’s posi-

tions on them. The doctors will then

get the word to the lawmakers, who,

when the legislature is not in ses-

sion, points out Dr. Tuck, “live

around the corner or down the

street.”

The response to the call was swift

and strong: by late August 603 physi-

cians had volunteered for the task

force.

T
wenty years ago such a

scheme would have been

unheard of. There was real-

ly no such thing as a lobby

for The Medical Society of Virginia.

Robert I. Howard, whose tenure as

MSV Executive Vice President

spanned 33 years, reminisced on the

Society’s “lobbying” of the fifties

and sixties.

“In those days,” he said, “it was
really kind of informal. The halls [of

the General Assembly] were not

nearly as crowded as they are today

and things were not nearly as com-
plicated." Besides, he said, “there

were never less than five or six phy-

sicians serving in the General As-

sembly at any given time, and with

Dr. Hagood in the state Senate, it

frankly made my job easy.” The late

James D. Hagood, whose son and

nephew both followed him in medi-

cine but not in politics, was a state

senator from 1942 to 1971, serving as

president pro tern from 1964 on.

Howard would put in appearances at

the legislature, he recalls, and would

sit in on committee meetings and

occasionally speak to a legislator or

two. He knew who was who, and

they knew who he was. “We’d just

pass the time of day,” he said. “It

was more like friend to friend. The
pressure wasn’t on in those days.”

It was coming, though, and from

all sides: liability lawsuits, awards,

premiums; myriad legal and social

issues related to Medicare, organ

transplants, living wills, informed

consent and AIDS; spiraling costs;

demands of “allied health profes-

sionals;” and the rapid advances in

technology that invariably spawn
more regulation. All these issues,

dilemmas and conflicts began feed-

ing into currents that seemed to turn

the statuatory tide against doctors.

So they started swimming harder.

At the national level, Virginia’s

congressmen and senators began

convening with the leadership of The

Medical Society of Virginia in the

early sixties, at an event on Capitol

Hill that came to be called the Con-

gressional Luncheon. The annual

pilgrimage to Washington is made by

the Society’s officers and council-

ors. They arrive the night before and

are up early the next morning for a

breakfast meeting followed by brief-

ings by government officials; emis-

saries from the Health Care Financ-

ing Administration have been

starring in these briefings lately.

Then there is the luncheon, in one of

the handsome small dining rooms of

the Capitol Building, with congres-

sional napery covering the round ta-

bles and, leading off the menu, the

famous peanut soup. The legislators

are warmly greeted as they arrive,

and as warmly return the friendly

expressions. As dessert is being
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served, each is introduced by the

councilor from his district and rises

at his table to make a little speech,

after which the Society’s President

delivers a message on behalf of

medicine. Legislator attendance at

these luncheons has grown over the

years, and so has the legislators’ and

the doctors’ rapport with the format

and with each other.

At the state level, Dr. Block reck-

ons it was about 15 years ago that

MSV councilors in each of Virginia’s

congressional districts began hosting

lunch and dinner gatherings for the

legislators in their districts. These

met with variable success. Dr. Block

says that in his district, the 10th,

attendance was good until about

1976, “during that first malpractice

crunch,’’ then it declined. He of-

fered an alternative. “I suggested we
send our 10th district legislators

bushel baskets of Virginia apples

with a little note to the effect that

these apples were designed to keep

the doctor away, but at the same

time were a reminder that we were

interested and willing to help.”

The legislators were pleased with

the apples, Dr. Block remembers,

but even he concedes that to have

medical interests fully represented

today, well, legislators need to sink

their teeth into something more than

fruit. “We’ve now learned we have

to have a presence in the General

Assembly and that presence must be

professional, someone the legisla-

tors can always turn to and recog-

nize as affiliated with The Medical

Society of Virginia.”

And the Society has seen to that,

with numerous consultants, staff,

and political pros. In their forefront:

Richmond attorney Allen C.

Goolsby III, who has served for

close to 12 years as MSV legal coun-

sel and lobbyist and is by now a well-

known and seasoned traveler of

statehouse corridors. The political

catalyst, he said, was the medical

liability crisis of the mid-seventies,

especially the ‘76 session when, in

his words, “there was a frenzy of

medical malpractice legislation. Af-

ter that there was a quiet period.”

Those were peak-and-valley years:

adjustments in insurance claims and

coverage reduced premiums and

temporarily took the pressure off in-

surers and physicians, but then it

rose again.

“There just seemed to be more
and more legislation dealing with

medical issues,” observes the Soci-

ety’s current Executive Vice Presi-

dent, James L. Moore, Jr., looking

back over his 21 years at MSV head-

quarters. “Sometimes there were

more than 200 bills we would follow

in a year,” he recalls, and the legal

issues that used to take up relatively

little time became nothing short of

demanding. “It got so hardly a day

went by that I wasn’t talking with an

attorney,” he says.

In 1984, the Society and the Rich-

mond Academy of Medicine pulled

together a group of physicians to

visit the General Assembly in ses-

sion. For most it was a first-time

visit and consisted of conferences

with legislators and a seat in the

audience at a committee hearing or

two. A mere good will gesture, per-

haps, but a presence nonetheless.

The same goes for the Capitol Cour-

tesy Medical Station begun two

years ago, whereby a doctor and

Vying for Legislative Attention in Virginia

Virginia law requires lobbyists to report to the Secretary of

the Commonwealth their expenditures during the General

Assembly session and a month before and after it. The

following list of lobbyists who reported expenditures of

$10,000 or more was furnished to Virginia Medical by the

Secretary of the Commonwealth. Of the 905 groups register-

ing lobbyists for the 1988 session, 85 appear on this list. The

names of groups pertinent to legislated medicine are empha-

sized with boldface type.

Norfolk Southern Corporation $61,01

1

Virginia Education Association 57,075

Virginia Optometric Association, Inc 50,420

Hospital Corporation of American 45,185

Virginia Bankers Association 43,414

CSX Corporation 42,418

Virginia Hospitality and Travel Association 42,165

Hospital League of Virginia 40,500

Home Builders Association of Virginia 36,289

Associated General Contractors of Virginia 35,035

Municipal Development Corporation 32,866

Virginia Chamber of Commerce 32,053

Southland Corporation 30,599

Northern Virginia Natural Gas 29,218

Virginia Hospital Association $28,153

Common Cause of Virginia 27,174

Virginia Society of Ophthalmology 27,265

Metro Richmond Chamber of Commerce 27,027

Virginia Soft Drink Association 26,293

Virginia State AFL-CIO 25,804

The Medical Society of Virginia 24,969

Virginia Cable Television Association 24,824

Virginia Food Dealers Association 23,315

Virginia School Boards Association 22,696

Virginia/Maryland/Delaware Electric Coops 21,880

St. Mary’s Hospital of Richmond 21,520

Virginia Coal Association 21,469

Virginia Association of Broadcasters 21,190

General Electric Company 20,874

Virginia Agribusiness Council 20,857

Virginia Rent-to-Own Association 20,376

Virginia Trial Lawyers Association 19,720

Nationwide Insurance Companies 19,463

State Farm Mutual Auto Insurance Co 18,775

Route 28 Group 18,747

American Insurance Association 18,252

Virginia Credit Union League 18,056

Virginia Resort Developers Association 17,380
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nurse volunteer for a day to treat,

refer, inform or advise General As-

sembly members and anyone else

who stops by the little room in the

General Assembly building. The sta-

tion simply followed the example of

other states, says Dr. Barton, and

the service project is really for

“good will and positive PR." The

political profile of the medical com-

munity was finally becoming more

prominent, and not a minute too

soon.

T
hings came to a head in ‘86,

Goolsby remembers, when
there was a huge increase

in the number of interest

groups represented by lobbyists, no-

tably those in the allied health pro-

fessions. To cope, the Society

brought in professional lobbyist

Charles R. (Chuck) Duvall, who also

lobbies for three state specialty soci-

eties. Duvall is the MSV lobbyist

associated with the General Assem-

bly all year round; he works hard at

continuity and a strong identity.

“Lobbying is no different from any

other profession. You can’t work at

it part-time and expect to do it

right,” he says.

Also working all year round,

though not always knocking on dele-

gates’ doors, are VaMPAC and the

Society’s State Legislative and Pro-

fessional Liability Committees.

The Virginia Medical Political Ac-

tion Committee, founded in 1963,

concerns itself more with the elec-

tion of candidates than the actual

lobbying of legislators. But twice a

year VaMPAC entertains state sena-

tors and delegates, once before the

General Assembly session opens in

January and again the night before

the veto session, usually in April.

These parties, cocktail receptions

that may cost as much as $10,000,

are well-attended by legislators.

Major credit goes to the Society’s

longstanding Legislative Committee

and the four-year-old Professional

Liability Committee. Never more
dramatically was a political battle

fought and won than during the 1987

General Assembly session, which

saw passage of the Birth-Related

Neurological Injury Compensation

Act. “No one gave it a chance, but it

became the Cinderella of the ses-

sion,” wrote Lawrence H. Framme
III in this journal. 1 Framme, Rich-

mond attorney and chairman of the

Democratic Party of Virginia, and

his associate in law, Sandra Kramer,

were hired as special lobbyists for

the Society during the ‘87 session.

Although complaints and controver-

say about the Injured Infant Act

linger, it was the first legislation of

its kind in the country, attracting

national media attention. And it was
a master stroke of lobbying. At no

time in its lobbying history were

MSV efforts so aggressive and cohe-

sive.

Previously, observes Professional

Liability Committee chairman Ron-

ald K. Davis, “various little seg-

ments of the medical community go-

ing to the legislature independently

was not always effective.” Dr. Davis

shares with a handful of colleagues

near-legendary status for long hours

spent at the legislature, most partic-

ularly during the ‘87 session. He
believes the Society must make its

lobbying effort “a coordinated one.”

And that, it is hoped, will be the

Virginia State Police Association $17,1 18

Virginia Farm Bureau Federation 16,836

Virginia Consumer Finance Association 16,519

Virginia Society of CPAs 16,478

Virginia Distilled Spirits Reps Association 16,447

Virginia Road/Transportation Builders 15,665

Friends of the River 15,412

Beneficial Management Corp of America 15,319

Virginia Bar Association 15,266

Lumber Manufacturers Ass’n of Virginia 14,986

Virginia Farm Bureau Mutual Insurance Co 14,550

Northern Virginia Building Industry Ass’n 14,518

Virginia Governmental Employees Ass’n 14,360

Virginians for Racing, Inc 14,228

Va Society, American Institute of Architects 14,144

Chesapeake Bay Foundation 13,866

Life Insurance Company of Virginia 13,766

Central Fidelity Bank 13,730

Virginia Pharmaceutical Association 13,649

Virginia Ass'n of Public Transit Officials 13.092

E.I. duPont de Nemours and Company 12,891

Kings Dominion 12,807

Appalachian Power Company 12,663

C & P Telephone Company of Virginia 12,650

Virginia Association of Realtors $12,552

Virginia State Sheriffs Association 12,539

Virginia Masonry Council 12,500

Consolidated Healthcare, Inc 12,351

Apartment and Office Building Association 12,187

Nature Conservancy, Virginia Chapter 1 1,847

Virginia Ass’n of Chain Drug Stores 1 1,748

Virginia Bus Association 11,740

Ultrasystems Development Corporation 11,591

Car and Truck Renting/Leasing Association 1 1,578

Virginia Association of Public TV Stations 1 1,530

Virginia Nurses Association 11,449

Virginia Land Title Association 11,431

Va Plumbing/Heating/Cooling Contractors 11,408

Virginia Ready-Mix Concrete Association 11,290

Virginia Health Care Association 11,118

Tobacco Institute 11,053

Newport News Shipbuilding 10,459

Tidewater Utility/Heavy Contractors Ass’n 10,283

Va Ass’n Local Executive Constitutional Officers. . . 10.090

American Federation of Teachers in Virginia 10,046

Virginia Affiliate, ACLU 10,030

Virginia Retail Merchants Association 10.000
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Above, at the 1988 Congressional

Luncheon on Capitol Hill, Dr.

Charles M. Caravati, Jr. (left cen-

ter) listens to Congressman Thomas
J. Bliley, Jr. (right center). With
backs to camera are Dr. William W.
Regan (left) and Dr. Percy Wootton.

In the photo at right, Dr. Richard

L. Fields bends over the luncheon

table to hear Congressman Frank R.

Wolf. Half-hidden at right: Dr. Leon
I. Block.

Mark Cl
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or Dabney

Left, at the VaMPAC reception

shown on page 462, Dr. Read F.

McGehee, Jr., has a story for

Del. Harvey B. Morgan (D-Gloucester),

at left, and Dr. Raymond S. Brown.
Below, Dr. Kenneth W. Tuck’s at-

tention is pulled from a conversation

with Del. Phoebe M. Orebaugh (R-

Broadway), Dr. Owen W. Brodie
(right center), and Dr. George F.

Broman. It was Phoebe Orebaugh
who introduced and shepherded
through passage the hottest potato at

the 1988 General Assembly: HB494,
which authorizes physicians to ad-

minister heroin to terminally ill

patients. The bill’s implementation
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The Congressional Luncheon gives Dr. Edwin J. Harvie, Jr., the chance to

deliver an emphatic point to Sen. John W. Warner.

accomplishment of the Physician

Task Force.

The task force will not attempt,

however, to reinvent the wheel. Dr.

Updike spent 20 years on the Legis-

lative Committee, ten of them as

chairman. He points out that physi-

cian-legislator contact has been em-
phasized all along and the task force

may simply be an idea whose time

has come. That it came so quickly

and with such momentum is what
faces doctors and challenges lobby-

ists now. Compelling evidence of its

continuance lies in the burgeoning

numbers of lobbyists and their bud-

gets.

In 1980, the Secretary of the Com-
monwealth’s records show, 683 lob-

byists spent $1.1 million during the

General Assembly session. Five

years later, 717 lobbyists spent $1.5

million. Scarcely five years after

that, in 1988, 905 lobbyists shelled

out a total of $3.8 million. And this,

mind you, is an accounting only of

spending during the session; some
lobby-watchers think that if year-

round spending had to be disclosed,

the 1988 state lobbying total would

be upwards of $10 million. Else-

where in this section is a list of the 85

associations that spent $10,000 and

more during the 1988 session, in-

cluding 11 groups involved in legis-

lated medicine.

N o doubt to some degree

spending is a function of

success, conceded Dr.

Holland, the bulging cof-

fers and political winnings of the

optometrists bearing testament to

that. But, he believes, such spending

might be controlled “if we could

utilize people in our own communi-

ties.” He means doctors. Doctors

and legislators alike agree. No one,

they say, can better represent medi-

cine than the practitioners of it, and

the greater the doctors’ involve-

ment, the keener their political sav-

vy, the better to win votes with.

“People like Ron Davis and Ken
Tuck have come to understand the

legislative process and realize it’s

not a matter of absolutes. There is

some give and take involved, and

they’ve learned to use the process to

the advantage of the Society,” states

Clifton A. (Chip) Woodrum, Demo-
crat from Roanoke in his fifth term in

the House of Delegates. Woodrum
was a key patron of the Injured

Infant Act and has high marks for

the many doctors who, in that in-

stance, rose to the occasion and con-

tacted their legislators to air their

concerns.

Aside from that, however, Woo-
drum believes that the willingness of

doctors in general to become in-

volved in the legislative process is

“still pretty limited.” And Clancy

Holland admits to some frustration

at the apparent reluctance of many
of his peers in the medical communi-
ty to make themselves heard at the

state legislature. “It does stick in my
craw a little bit,” he grumbled good-

naturedly.

But craw and all, the circum-

stances remain. The peak-and-valley

days of medicine-related legal issues

are past. Stretching ahead is a long

plateau, strewn with issue after com-

plex issue waiting to be crossed.

Imminent obstacles in ‘89 include

proposed bills relating to AIDS, ani-

mals used in research, the regulation

of clinical labs, standard of care, and

certain statutes of limitations.

When The Medical Society of Vir-

ginia convenes next month, budgets

will be determined for the State Leg-

islative and Professional Liability

Committees and VaMPAC, and fees

will be allocated for the pros. No
decreases are expected. The thing to

bear in mind, says Dr. Updike, is

this: “We’re not just dealing with

bread-and-butter issues, for the good

of physicians and their pocketbooks.

We are talking about health care that

affects us all.”
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Preliminary Program
Annual Meeting 1988

November 2-5

Williamsburg

Conference Center

Wednesday, November 2

4:00 PM
Council Rooms A,B,C

10 AM

Thursday, November 3

Hospital Medical Staff Section

10:30 AM
New Delegate Orientation

12:00 NOON
Past Presidents Luncheon

12:30 PM
Rules Committee

Room D

Tidewater Room

Room A

Room C

1:30 PM
House of Delegates: First Session Virginia Room

William H. Barney, MD, Speaker

George E. Broman, MD, Vice Speaker

6:30 PM
VaMPAC
Reception North Gallery

7:30 PM
Banquet Virginia Room

Keynote Speaker:

Gerald L. Baliles, Governor of Virginia

The banquet honors the memory of the late W. Leonard

Weyl, MD, former VaMPAC chairman.

Friday, November 4

7:30 AM
VaMPAC Breakfast/Board Meeting Room A

7:30 AM
Federal Legislative and Activities Committee Room D

9:00 AM
Reference Committee One
Reference Committee Two
Reference Committee Three

1 1:30 AM
50-Year Club Reception

Room B
Tidewater Room

Auditorium

Room C

Saturday, November 5

11:00 AM
House of Delegates: Second Session Virginia Room

Glenn B. Updike, Jr., MD,
President,

The Medical Society of Virginia

6:30 pm
The Medical Society of Virginia

Reception North Gallery

>

7:30 PM
Banquet Virginia Room

Glenn B. Updike, Jr., MD, Presiding

Walter Noona is back! The music man who scored such a big

hit at the 1982 annual meeting has had commitments abroad

in the intervening years, but at last he became available for

an encore performance at this 1988 banquet. His baton will

lead the Virginia Beach Pops Orchestra through one of those

great Noona concerts after the banquet in the Auditorium,

and the Walter Noona Trio will play for late evening dancing

in the Virginia Room.

Scientific Program

Friday, November 4

Dominion Room, Health Club

Leslie E. Rudolf, MD, Charlottesville, Moderator

12:30-1:30 PM: Oncology

Screening for Colorectal Cancer: Why, How, Who and When
Morton C. Wilhelm. MD. Charlottesville

Screening for Breast Cancer with Mammography
Richard G. Lester, MD, Norfolk

1:30-2:00 PM
Medical Society of Virginia Review Organization Update

Eugene F. Poutasse. MD. Richmond
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2:00-2:30 PM
Loss Prevention Among Impaired Physicians

David G. Fluharty, MD, Newport News

2:30-3:00 PM: Recess for Exhibits

George W. Burke III, MD, Richmond, Moderator

3:00-3:45 PM
Pathophysiology of Atherosclerosis

George W. Veltrovec, MD, Richmond

3:45-4:30 PM
Clinical Significance of Lipid-Lowering Therapy and

Treatment Options

Jackson T. Wright, MD, Richmond

4:30-5:00 PM
Update on AIDS in Virginia

Donald M. Poretz, MD, Annandale

Saturday, November 5

Auditorium

James P. Baker, MD, Norfolk, Moderator

7:30 AM
Complimentary Continental Breakfast in the Auditorium

Foyer

8:00-9:00 AM
Challenges in Geriatric Medicine

T. Franklin Williams, MD, Director,

National Institutes on Aging, Bethesda, Maryland

9:00-10:00 AM
Geriatric Dermatology (Carl Lingamfelter

Memorial Lecture)

Neil A. Fenske, MD, Division of Dermatology, University

of South Florida College of Medicine at Tampa

10:00-10:30 AM: Recess for Exhibits

10:30-11:00 AM
Medical Liability Update

Ronald K. Davis, MD, Richmond

Scientific Exhibits

Auditorium Foyer, Upper Level

A New Semi-Supine Oblique Radiographic View of the Hook
of the Hamate. Ted Dupuy, MD, Chesapeake.

Cellular Component Viability Following Cryopreservation of

Human Heart Valves. Virginia Tissue Bank, Virginia

Beach.

Computed Tomography of the Chest for Unresectable Lung
Cancer. Spencer B. Gay, MD, Charlottesville.

Cleft Lip and Palate: A Team Approach. Austin Mehrhof,

MD, Ruth M. Trivelpiece, MEd, Richmond.

Congenital Intrinsic Duodenal Obstruction: 15-Year Experi-

ence. Eugene McGahren, MD, and Bradley Rodgers, MD,
Charlottesville.

Gastrostomy, a Simple and Effective Technique for Decom-

pression and Feeding. William A. Shaver, MD, Roanoke.

Management of Raynaud’s Disease and Phenomenon. Wyn-
dell H. Merritt, MD, Juli Howell, PT, Gina Roseman,
OTR, and Mary Black, OTR, Richmond.

Manifestations of Oral Cancer. American Cancer Society,

Virginia Division, Glen Allen.

Organ/Tissue Donation: Routine Contact Laws. Virginia

Transplant Council, Richmond.

Paleopathology of Pre-Columbian Mummies. Samuel Land,

MD, Enrique Gerszten, MD, and Marvin J. Allison, PhD,

Richmond.

The Nonlnvasive Vascular Lab: Its Emergence as a Critical

Diagnostic Tool. Community Hospital of Roanoke Valley,

Stephen L. Hill, MD, Director, Roanoke.

Special Events

Wednesday, November 2

CME Directors of Accredited Organizations

1:00 PM: Meeting Rooms D,E,F

Thursday, November 3

Virginia Society of Internal Medicine

9:00 PM: Meeting Room D

Friday, November 4

Virginia Society of Internal Medicine

7:30 am: Breakfast Room E

Virginia Orthopaedic Society

7:30 AM: Breakfast Room F

Virginia Urological Society

7:30 AM: Breakfast Room C

American Association of Public Health Physicians,

Virginia Chapter

9:00 AM: Scientific Session/Meeting Dominion Room,
Health Club

12:00 NOON: Luncheon Rooms D,E

Virginia Society of Physical Medicine/Rehabilitation

11:00 AM: Scientific Session Room A
12:30 PM: Luncheon Room A

1:30 PM: Meeting Room A

American College of Physicians, Virginia Chapter

12:00 NOON: Luncheon (Council only) West Dining Room,

Williamsburg Inn

Virginia Society of Ophthalmology

2:30 PM: Board Meeting Room C

Psychiatric Society of Virginia

3:00 PM: Board Meeting Room F

Eastern Virginia Medical School Alumni

6:00 PM: Reception Rooms D, E

Medical College of Virginia Alumni Association of VCU
6:00 PM: Reception Tidewater Room

7:00 PM: Dinner Tidewater Room
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Exhibit Hall

North Ballroom, Lower Level

8 am to 5 pm Friday, November 4, and

8 am to 1 pm Saturday, November 8

Pharmaceuticals

Abbott Laboratories

A. H. Robins Company
Boehringer Ingelheim

Lakeside Pharmaceuticals

Mead Johnson Pharmaceuticals

Merck Sharp & Dohme
Merrell Dow
Pfizer Laboratories

Schwarz Pharma Kremers

Smith Kline & French Laboratories

Syntex Laboratories

Upjohn Company
Wyeth-Ayerst Laboratories

Protection

Insurance Corporation of America

John P. Pearl & Associates

Medical Protective Company
Physicians Reliance Association

St. Paul Fire & Marine

Virginia Insurance Reciprocal

Computers

Bio-Logic Systems Corp.

Healthcare Office Systems

Management Technologies, Inc.

Medic Computer Systems

Southeast Medical Computer

Career

United States Army Health

United States Navy Recruiting

Hospitals

Medical College of Virginia

St. Albans Psychiatric Institute

Virginia Baptist Hospital

Other

BFI Medical Waste

Dietary Enterprises, ITD
Equicor Health Plan, Inc.

Encyclopedia Britannia

Institute for Low Back Care

MONY Financial Services

Roche Biomedical Laboratories

Southeast Hospital Supply

Universal Gym

Bowman Gray School of Medicine Alumni Association

6:30 PM: Reception Room B

Batarde School of Medicine

6:30 PM: Reception Virginia Room
7:15 PM: Dinner Dance Virginia Room

Duke University Medical Alumni

6:00 PM: Reception Room A

University of Virginia Medical Alumni Association

6:30 PM: Reception Tucker House, Palace Green

Hosts: Drs. J. A. Owen, Jr., H. D. Smallwood,

and C. J. Casey

Saturday, November 5

Virginia Society for Pathology

7:30 AM: Breakfast Room C

Virginia Society of Ophthalmology

8:30 AM: Breakfast Room A

Psychiatric Society of Virginia

9:00 AM: Scientific Session Tidewater Room
12:00 NOON: Luncheon/Meeting Tidewater Room

American College of Radiology, Virginia Chapter

10:30 AM: Meeting Room B
12:00 NOON: Reception/Luncheon Room B

Virginia Obstetrical and Gynecological Society

12:00 NOON: Luncheon Room F

Virginia Society of Otolaryngology/Head and Neck Surgery

12:00 NOON: Luncheon Room A

Sunday, November 6

Virginia Dermatological Society

8:30 AM: Scientific Session Room B
11:30 AM: Meeting Room B

Recreation

Both tennis and golf tournaments will occur on Friday,

November 4. To enter, sign in at the registration desk in the

East Gallery of the Williamsburg Lodge.

Golf will be played over the beautiful and challenging

Golden Horseshoe course; tee-off times are from 10:00 am to

12:30 pm. Green fees are $36; carts, $13 per person. Lowest

gross score for the 18-hole round will win the Challenge Cup,

symbol of the Society championship.

Men’s singles tennis will be played between 8:00 am and

12:00 pm on the courts adjoining the Williamsburg Inn. Entry

fee is $6. Mixed doubles will be played between 2:00 pm and

5:00 pm on Friday afternoon, November 4. Entry fee: $9 per

couple. Women’s doubles will be played from 2:00 to 5:00 pm

on Saturday, November 5. Individuals are encouraged to

sign up for mixed and women's doubles even if a preferred

partner is not available.

Dr. Richard F. Bunting is chairman of both tennis and golf

activities.

Virginia Society of Anesthesiologists

12:30 PM: Luncheon

Virginia Dermatological Society

5:30 PM: Meeting

6:30 PM: Reception

Rooms D.E

Room A
Room B
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FROM THE EXECUTIVE VICE PRESIDENT

Tough Choices and Difficult Decisions

As I left the Homestead at the conclusion of last

year’s annual meeting, I confess I had ominous

feelings about The Medical Society of Virginia’s future.

Tensions had been high in so many areas.

Instead of celebration over the passage of the landmark

“bad baby bill,” fingers were wagged and pointed, and

rumbles of discontent over the $250 assessment were

heard everywhere. It was plain that resentment existed

throughout the membership.

Although it was not an issue for debate during the

meeting, I was acutely aware that the tremendous loss of

membership due to unification had created negative feel-

ings toward the Society.

In such other areas as our insurance program, impaired

physicians’ membership, the legislative arena, and finan-

cial planning, the Society faced tough choices and diffi-

cult decisions.

No wonder I looked toward 1988 with reservation and

apprehension.

But then I remembered the story about the little boy

who, when confronted with his squashed lemons, decided

on the spot that lemonade would be better anyway. I was,

after all, blessed with a new President, Dr. Glenn Updike,

who had been active in MSV activities for over 25 years

and was a proven, thoughtful leader; a committee system

that included a cross section of the Society’s finest; and a

staff, lobbyists and consultants second to none.

By the time I reached home, I knew that we had plenty

of opportunities before us, no matter how tough the year

might be. And that’s how the year has been—definitely

challenging, but worked at with a will and as a team.

Membership
First we tackled membership. The Membership Com-

mittee chairman, Dr. Hayden Hollingsworth, announced

at a Council meeting plans to solicit hospital staff and

newly licensed physicians in Virginia. These activities,

along with recruitment efforts through our component

medical societies, have generated over 150 new members;
even so, final membership figures for the year, which will

not be tabulated until the end of the Society’s fiscal year,

will show a significant loss.

Dr. Hollingsworth has written a most perceptive mem-
bership report, and it appears in this section. I urge you to

read it.

AIDS
The AIDS Committee knew that leadership was needed

in this vital area and sponsored a widely acclaimed

seminar for legislators and their staffs at the State Capitol

in January. As Dr. Donald Poretz recounts in his report in

this section, the seminar was well attended and proved to

be an excellent educational tool for the members of the

General Assembly.

We continue to receive questions at MSV headquarters

about the Society’s position on AIDS. To respond, we
offer a policy statement developed from the House of

Delegates’ pivotal actions on the subject at the annual

meeting last year.

General Assembly
In anticipation of the 1989 session of the General

Assembly, the President and President Elect and the

chairmen of the Professional Liability and State Legisla-

tive Committees were briefed by our lobbyists, who
forecast for us coming legislation of importance to medi-

cine. Particularly significant will be a number of car-

ryover bills dealing with these subjects: AIDS, pound

animals for research, regulation of physicians’ labora-

tories, psychiatric nurses and national standards of care.

Legislative study committees are reviewing these bills.

There is also a committee studying the Statute of Limita-

tions, and legislation may originate from those delibera-

tions.

Also of importance, the Society is exploring alterna-

tives to the $250 assessment that was included in the

original Injured Infant Act as a funding mechanism. See

the splendid report in this section of Dr. Ronald K. Davis,

who has been chairman of the Professional Liability

Committee since its inception.

Tort Reform
In 1987, during Dr. Richard Fields’ presidency, a Task

Force on the Injured Infant Act was developed through

the Professional Liability Committee. Its main purpose:

to evaluate the bill’s definition of an injured infant. The

task force has also been serving in an advisory capacity to

a pilot study of the act undertaken by the Williamson

Institute for Health Studies at the Medical College of

Virginia/VCU. The Institute has applied for a grant from

the Robert Woods Johnson Foundation for an ongoing

study of the act. We may have encouraging news about

this grant to announce at the annual meeting.

What’s Ahead
More tough choices and difficult decisions are ahead.

Whether we like it or not, the practice of medicine is ever

changing, and we must change with it. At The Medical

Society of Virginia, the foundation of cooperation and

dedication laid over the years lets us look to the future

with hope. We can cope with the problems, if we go

forward with optimism and vigor.

James L. Moore, Jr.,

Executive Vice President,

The Medical Society of Virginia
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ANNUAL REPORTS
AIDS 475

Aging 475

Alternative Delivery Systems .... 476

AMA Delegates 491

Animal Research 476

Auxiliary Advisory 476

Bylaws 477

Cancer 477

Editorial Board 477

Education 479

Emergency Medicine 479

Ethics 480

Federal Legislative 480

Highway Safety 480

Hospital Medical Staff 491

Insurance 482

Maternal Health 482

Membership 483

Mental Health 484

MSVRO Oversight 484

Physicians’ Health/Effectiveness . . 485

Professional Liability 486

Public Relations 486

Rehabilitation 487

Rural Health 487

Sheriffs Advisory 487

Sports Medicine 488

State Legislative 488

Therapeutics/Devices 490

VaMPAC 490

Acquired Immune Deficiency Syndrome

Following the success of the commit-

tee’s AIDS Handbook for Virginia Phy-

sicians, members of the Committee on

AIDS focused their attention on the 1988

session of the General Assembly. The

policy guidelines endorsed by the com-

mittee and approved by the delegates at

the 1987 annual meeting of The Medical

Society of Virginia were used to educate

legislators as to the concerns of the med-

ical community.

Committee members were leaders in

the fight for proper AIDS legislation and

as advisers to the legislators.

On January 27 the committee and the

State Department of Health sponsored a

briefing on AIDS for all state legislators

at the General Assembly building. The

chairman and two committee members.

Dr. Richard P. Keeling and Dr. Lisa G.

Kaplowitz, were the speakers. They pre-

sented clinical information on the dis-

ease and stated many of the problems

and crisis situations associated with

AIDS.

The committee endorsed a bill grant-

ing immunity from liability to physicians

COMMITTEE ON AIDS

Keeps abreast of new treatment/

management methods, works with the

State Department of Health in formulating

policy, and provides public information on

the disease.

Donald M. Poretz, MD. Annandale,

Chairman

William P. Edmondson, Jr., MD. Norfolk

Lisa G. Kaplowitz. MD. Richmond

Thomas N. Wise, MD, Falls Church

Richard S. Buddington, MD. Abingdon

Grayson B. Miller, Jr., MD, Richmond
Lina Sue Crowder. Richmond

reporting patients who test positive for

exposure to HIV; passage of this legisla-

tion alleviates the threat of liability for

physicians who wish to report HIV-posi-

tive patients. Members also supported

the placement of a large number of

AIDS-related bills in a special subcom-

mittee for further study by the legislators

and the medical community. Dr. Keeling

and Dr. Kaplowitz serve on this subcom-

Aging

Recommendations

The committee recommends that the

House of Delegates take the following

actions:

1. Encourage every component medical

society to develop plans for a voluntary

program for acceptance of Medicare as-

signment based on financial need.

2. Designate the Committee on Aging

and MSV staff as resources for these local

efforts.

3. Set January 1, 1990, as a deadline

for implementation of such a program by

every component medical society.

Since its beginning, the Committee on

Aging has opposed the concept of man-

datory assignment of Medicare benefits

for the following reasons: 1 ) It imposes a

sterotyped. bureaucratic categorization

of the over-65 population, thus decreas-

ing the physician's autonomy without

decreasing his responsibilities. 2) It sti-

fles any individualized approach to the

specific problems of specific people, and

3) therefore reduces the physician's sat-

isfaction in his work, which in itself is a

major contribution toward the goal of the

ideal doctor-patient relationship.

mittee, allowing a great deal of input

from The Medical Society of Virginia.

The committee plans to keep MSV mem-
bers updated on all findings by this sub-

committee.

The committee thanks The Medical

Society of Virginia, its staff, and the

MSV Auxiliary for their support of the

efforts of this committee.

Donald M . Poretz, MD

Therefore the committee opposes

mandatory acceptance of assignment

and has instead nurtured the develop-

ment of voluntary programs for accep-

tance of assigment based on financial

need. In two component medical societ-

ies such programs are active and flour-

ishing; in five others they are in the

planning stage. The committee has se-

cured approval for these efforts from key

individuals in the legislative and execu-

tive branches and has been encouraged

to continue them by vote of Council.

John A. Owen, Jr., MD

COMMITTEE ON AGING

Considers legislation affecting the elderly.

Works with the State Department of Aging

in reviewing its programs. Acts in an

advisory capacity to the Governor’s

Advisory Board on Aging.

John A. Owen, Jr., MD, Charlottesville,

Chairman

H. C. Alexander III, MD. Roanoke

Richard W. Lindsay. MD. Charlottesville

Eugene W. Overton. MD, Fairfax

Marc Jordan. Charlottesville
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COMMITTEE ON ALTERNATIVE
DELIVERY SYSTEMS

Acts as a clearing house for information

about alternative delivery systems. Provides

resource guidance, consultation, experience

pooling, and grievance channeling.

Leon I. Block, MD, Falls Church, Chairman

John M. Daniel III, MD, Richmond

Edwin J. Harvie, MD, Danville

John W. Hollowell, MD, Portsmouth

John P. Kaufman, MD, Roanoke

David N. Tornberg, MD, Newport News

ANIMAL RESEARCH COMMITTEE

Apprises The Medical Society of Virginia of

potential problems in the use of animals in

research, especially legislation seeking to

curtail or eliminate animal research.

C. Barrie Cook, MD, Falls Church,

Chairman

Richard G. Lester, MD, Norfolk

Gary D. Hodgen, PhD, Norfolk

Nicholas J. Sojka, Jr., PhD, Charlottesville

Dearing W. Johns, MD, Charlottesville

George W. Vetrovec, MD, Richmond

AUXILIARY ADVISORY
COMMITTEE

Serves in an advisory capacity to the

president of the Auxiliary.

Richard L. Fields, MD, Fairfax

J. Hayden Hollingsworth, MD, Roanoke

William S. Hotchkiss, MD, Chesapeake

BYLAWS COMMITTEE

Considers all proposed bylaws amendments.

Suggests necessary revisions and interprets

provisions in case of conflict.

Robert L. A. Keeiey, MD, Roanoke,

Chairman

William H. Barney, MD, Lynchburg

George E. Broman, MD, Culpeper

Robert L. Cassidy, MD, Norfolk

Custis L. Coleman, MD, Richmond
Antonio M. Longo, MD, Alexandria

William W. Regan, MD, Richmond

Alternative Delivery Systems

Recommendation

That the Virginia legislature enact legis-

lation to create a state health maintenance

organization guaranty association.

The committee continues to monitor

the activities of the various types of

HMOs in the state. One of the more
significant findings is that nationally,

71% of HMOs lost money in 1986, and

there is no reason to suspect that those in

Virginia fared markedly better. There-

fore, there have been and will continue

to be a number of plan mergers and

failures. The committee is concerned

that plan failures may leave a large num-
ber of subscribers without insurance

coverage through no fault of their own.

State-ordained guaranty associations

have been established elsewhere to pro-

tect such subscribers. The committee

believes that such an entity should be

considered by the Virginia legislature.

General

Another subject under study by the

committee concerns inhospital utiliza-

tion decisions by HMOs. The mecha-

nism for review currently is not subject

to scrutiny by either the State Corpora-

tion Commission or the Department of

Health when permission to do business

as an HMO is sought. An inadequate

review process in a Virginia HMO may
have been identified by an MSV mem-
ber. His complaint has led to a study of

this matter by the responsible state offi-

cials, in which The Medical Society of

Virginia has been represented by the

Alternative Delivery Systems Commit-
tee chairman. It is hoped that a proper

review mechanism will be mandated in

the application process as a result of this

study and succeeding meetings, without

the need for state legislation.

Leon /. Block, MD

Animal Research

The Animal Research Committee was

active in the 1988 state legislature with

regard to two bills that would restrict the

use of pound animals in medical re-

search. The MSV Council approved the

committee’s request to join a coalition of

health-related organizations opposed to

this legislation. A strong lobbying effort

resulted in both bills being carried over.

The chairman met on three occasions

with a statewide Animal Concern Com-
mittee, composed of individuals from the

three medical schools and other Virgin-

ians who have a particular interest in this

subject as it directly affects the animal

research carried out in medical schools.

Dr. John A. Owen, Jr., has been an

important spokesman, along with my-

self, for The Medical Society of Virgin-

ia’s position, which, as voted by the

House of Delegates in at the annual

meeting in 1986, endorses the use of

animals in research. We need other

spokesmen, as explained in my editorial

elsewhere in this issue.

C. Barrie Cook, MD

Auxiliary Advisory

The Medical Society of Virginia Auxil-

iary had a very busy and successful year

throughout Virginia and at the AMA
level. Some especially significant accom-

plishments:

• Contributed $56,105 to the AMA-
ERF Fund, an increase of $6,706 over

last year, in an effort that demonstrated

100% county support. Of the total, the

Auxiliary raised $46,330, and physicians

contributed $9,775. Virginia’s three med-

ical schools benefited, with funds desig-

nated for both student assistance and the

school itself.

• At the local auxiliary level, promot-

ed cancer prevention, the AMA adoles-

cent health initiative, AIDS education.

and eating disorders awareness. These

highly visible projects brought media

recognition and interaction with commu-
nities all over Virginia.

• Drawing on the MSVA Memorial

Fund and the scholarship funds of coun-

ty auxiliaries, awarded $21,160 in schol-

arships to allied health professionals,

such as nurses.

• Gave The Medical Society of Virgin-

ia’s lobbying effort at the General As-

sembly a big boost by working closely

with the Society’s lobbyists as bills were

introduced and providing a strong pres-

ence at State Legislation Day, the meet-

ings of the Senate and House Health

Committees, and other hearings/events.
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Activated a statewide phone bank on

behalf of three pieces of legislation.

• Made up for a slightly decreased

membership of 2.175 by working harder

at everything they did. President Carole

Lougheed led the field in vigor and en-

thusiasm and was all over the map (in-

cluding the White House) attending

meetings, praising results, generating

ideas, motivating members. At the annu-

al meeting she will make a detailed re-

port of her highly successful year.

Richard L. Fields, MD

Bylaws

Recommendations

1. That the first two sentences of Sec-

tion I, page 23, of the Bylaws be changed

to read as follows: “The Editorial Board

shall consist of nine members. The mem-
bers of the Board shall be appointed by

the President, after consultation with the

Editor, for a term of one year each.’’

It was proposed by MSV President

Glenn B. Updike, Jr., and Virginia

Medical's Editor, Dr. E. L. Kendig,

Jr., that the term of office for the Editori-

al Board be changed from three years to

one year.

2. That only the major specialty societ-

ies recognized by the American Specialty

Board have representation in the House of

Delegates of The Medical Society of Vir-

ginia.

The Bylaws Committee was asked to

reconsider the matter of specialty socie-

ty representation. At the present time

the number of specialty societies recog-

nized by the American Specialty Board

that have representation in the MSV
House of Delegates is 22 and does not

include any of the 81 subspecialty

groups.

Robert L.A. Keeley, MD

Cancer

Recommendation

That The Medical Society of Virginia

recommend to the General Assembly of

Virginia the creation of schools of cyto-

technology in appropriate health educa-

tion centers, to be supported with ade-

quate faculty, space and funding.

The committee was confronted by an

impending crisis state for cytotechno-

logy in Virginia because 1) the demand
for cytology services is increasing rapid-

ly and the Pap smear has become an

expected laboratory screening examina-

tion for cancer on a routine basis; 2) the

ranks of qualified cytotechnologists in

Virginia are diminishing steadily as the

number of accredited schools of cyto-

technology nationwide has shrunk to 40

from a peak of 140; and there are no

accredited schools of cytotechnology

currently in existence in the State of

Virginia.

General

Meetings of the committee were held

on March 30 and September 28 for devel-

opment of program objectives and for

consideration of referred matters.

The committee was successful in ob-

taining 1988 General Assembly support

for and passage of SB429 to amend and

reenact that portion of the Code of Vir-

ginia relating to the Statewide Cancer

Registry, whereby a population-based

registry, mandatory cancer case report-

ing, was established and became effec-

tive July 1

.

The committee worked closely with

the Virginia Division of the American

Cancer Society in the development of

appropriate program topics for presenta-

tion by both groups.

Robert J . Faidconer, MD

Editorial Board

Virginia Medical annual reports are

becoming shorter and shorter, but no

year should pass without an expression

of gratitude to our contributors, support-

ers. Editorial Board, and our hardwork-

ing and very effective staff.

E. L. Kendig, Jr., MD

CANCER COMMITTEE

Works closely with the American Cancer

Society, Virginia Division, in reviewing its

detection and education programs. Is

concerned with development and

improvement of tumor registries and cancer

center activities over the state.

Robert J. Fauleoner, MD, Norfolk, Chairman

Richard Belgrad. MD. Richmond
Walter C. Fitzgerald. MD. Danville

Arthur B. Frazier. MD. Roanoke

Fred T. Given, Jr., MD. Norfolk

Gerald Goldstein. MD. Charlottesville

J. Shelton Horsley III, MD. Richmond

Walter Lawrence. Jr., MD. Richmond
Grayson B. Miller, Jr., MD. Richmond

William W. Old III. MD. Lexington

Max B. Rubin. MD. McLean
Robert L. White, MD. Great Falls

Winston M. Ueno, MD. Alexandria

William J. Munsie, MD. Fredericksburg

Wayne W. Ferguson. MD. Virginia Beach

Kim Cusato. Norfolk

CHILD HEALTH COMMITTEE

Considers all aspects of child health in

Virginia, with particular emphasis on

legislation involving safety.

Jefferson D. Beale, Jr., MD, Danville,

Chairman

Robert H. Anderson. MD. Alexandria

Thomas S. Chalkley, MD. Richmond
H. William Fink. MD. Norfolk

Carolyn M. McCue. MD. Richmond
Delosa A. Young. MD. Springfield

Douglas E. Pierce. MD. Roanoke

James H. Stallings. Jr., MD. Falls Church

Ann David. Richmond

EDITORIAL BOARD

Determines policies for Virginia Medical.

Edwin L. Kendig, Jr., MD. Richmond.

Editor

Associate Editors:

Richard G. Lester. MD. Norfolk

Duncan S. Owen. Jr.. MD. Richmond

John A. Owen. Jr., MD,
Charlottesville

H. C. Alexander III. Roanoke

Raymond S. Brown, MD. Gloucester

Henry S. Campell. MD. Martinsville

James N. Cooper. MD. Falls Church

Harry W. Easterly III. MD. Richmond
Walter Lawrence. Jr., MD. Richmond

C. Barrie Cook. MD. Falls Church

Eloise F. C. Haun. MD. Woodstock

Robert E. Mitchell. Jr.. MD. Richmond

Lockhart B. McGuire. MD. Charlottesville
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Education EDUCATION COMMITTEE

The Education Committee held a

training session for the directors of medi-

cal education of state accredited organi-

zations and their assistants in conjunc-

tion with The Medical Society of

Virginia’s annual meeting at the Home-
stead in 1987. The primary purpose was

to educate the directors and their assis-

tants in the theory, policies and proce-

dures, and implementation of accredited

CME. On the same day a training session

was held for members of the committee

serving as site surveyors for reviews of

hospitals and organizations seeking

CME accreditation. Both meetings were

well attended and declared by attendees

to be very beneficial.

Six Virginia hospitals/organizations

will have been resurveyed by the end of

1988. As this was written, three had been

through the procedure, resulting in full

accreditation for three years for one and

for four years for another and probation-

ary accreditation for two years for the

third. Interest in CME accreditation has

been increasing among hospitals in Vir-

ginia not previously accredited. Three

organizations have completed the preap-

plication process.

Emergency Medicine

A meeting of the Emergency Medicine

Committee was held in Virginia Beach

on July 29 following an operational medi-

cal directors’ workshop at the summer
symposium of the Virginia Chapter,

American College of Emergency Physi-

cians. Members of the committee and

about 30 operational medical directors of

emergency medical services systems

across the state participated in the work-

shop. The OMDs then were guests at the

committee’s meeting. They expressed

the vital need for participation of local

medical societies in the emergency medi-

cal services system. A position state-

ment on EMS systems released by the

American College of Emergency Physi-

cians in July will be used as a guideline

for submission of resolutions to the

House of Delegates in November.
A Medical Control Committee is to be

established in the next few months as an

adjunct to the Governor’s Advisory

Committee on EMS Systems. This com-

mittee will consist of operational medical

directors from around the state as well as

other physician appointees to the adviso-

ry committee. This will assure that medi-

These are the organizations and hospi-

tals accredited for Category I CME:
American Cancer Society, Eastern Vir-

ginia Medical School, Medical College of

Virginia/VCU, Northern Virginia Con-

sortium for CME, University of Virginia

School of Medicine, Virginia State

Health Department, Community Hospi-

tal of Roanoke Valley, Fairfax Hospital

Association, Lewis-Gale Consortium,

Danville Memorial Hospital, Potomac

Hospital, Riverside Hospital, Roanoke

Memorial Hospital, Virginia Beach Gen-

eral Hospital, and Winchester Memorial

Hospital.

A registry for CME programs sched-

uled around the state is still being main-

tained in the CME office at MSV head-

quarters. Accredited entities are

encourage to register their meetings to

avoid major conflicts.

Alphabetical Group III of the MSV
membership was scheduled to submit

continuing medical education reports in

1988. This group totaled 1,699 members,

36 of whom had not reported by August

10, 1988.

J. Albert Hagy, MD

cal control of the systems is appropriate

and will help in providing ongoing quali-

ty assurance at the local level.

Another important item of discussion

was the role of the volunteer versus the

paid position in EMS systems. The vast

majority of OMDs are volunteers, and

the same holds true of emergency medi-

cal technicians across the state. One
finds completely paid units only in the

larger metropolitan areas of Virginia.

However, as the requirements in both

training and performance increase, paid

positions are on the increase in the more

rural areas of the state. A good deal of

discussion focused on how to meld the

paid and volunteer positions and main-

tain a friction-free environment.

Other items that were discussed at the

meeting include operational medical di-

rector liability, the role of prevention in

avoiding acute illness and trauma, and

establishing a literature base on emer-

gency medicine in the State Division of

Emergency Medical Services for use by

physicians and others across the State of

Virginia.

John P. McDade, MD

Serves as the center of continuing medical

education activity in Virginia. Is concerned

with accreditation of hospital and other

organizations. Documents attendance and

develops criteria for The Medical Society of

Virginia’s mandatory CME program.

J. Albert Hagy, MD, Rocky Mount,

Chairman

W. Jackson Helm, MD, Winchester, Vice

Chairman

Kinloch Nelson, MD, Richmond, Adviser

Paul Mazmanian, PhD, Richmond, Adviser

Charles H. Crowder, Jr., MD, South Hill

R. Lawrence Smith, MD, Virginia Beach

Claude McClure, Jr., MD, Danville

Anthony J. Munoz, MD, Farmville

Frederick W. Parker III, MD, Manassas

Herman H. Pinkerton, Jr., MD, Abingdon

Henry S. Spencer, MD, Richmond

T. Eugene Temple, Jr., MD, Newport News
Donald S. Thom, MD, Annandale

Emanuel Stein, MD, Norfolk

Oscar A. Thorup, Jr., MD, Charlottesville

Reuben B. Young, MD, Richmond

EMERGENCY MEDICINE
COMMITTEE

Is responsible for continuing study of

emergency medical care throughout Virginia.

John P. McDade, MD, Alexandria, Chairman

Robert L. Barth, MD, McLean
Peter B. Collis, MD, Bethesda

Mark P. Davis, MD, Oakton

Stanley E. Heatwole, MD, Staunton

William A. Robertson, MD, Richmond

Leslie E. Rudolf, MD, Charlottesville

Michael T. Rapp, MD, McLean
Robert A. Kravetz, MD, Fredericksburg
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ETHICS COMMITTEE

Is concerned with all matters involving

ethics and conduct of Medical Society of

Virginia members. Considers individual

cases on appeal from component societies.

Gervas S. Taylor, Jr., MD, Nellysford,

Chairman

Thomas M. Fulcher, MD, Falls Church

Robert E. Mitchell. Jr., MD, Richmond

John A. Owen. Jr.. MD, Charlottesville

Edwin J. Harvie. MD, Danville

David Butler. Charlottesville

FINANCE COMMITTEE

Works with the Executive Vice President in

developing an annual financial report and in

projecting a budget.

Michael A. Puzak. MD, Arlington, Chairman

C. Barrie Cook, MD, Falls Church

Richard L. Fields. MD. Fairfax

William S. Burton, MD, Nassawadox

Charles M. Caravati, MD, Richmond

Glenn B. Updike, Jr., MD. Danville

FEDERAL LEGISLATIVE AND
ACTIVITIES COMMITTEE

Serves as medicine's watchdog in problem

areas, especially where legislation is

concerned. Recommends courses of action

to meet perceived challenges.

Ira J. Green, MD. Alexandria, Chairman

Norman R. Edwards, MD. Newport News
Thomas M. Stiles, MD, Newport News
Clarence A. Holland, MD. Virginia Beach

Frederick K. McCune, MD, Virginia Beach

C. M. Kinloch Nelson. MD. Richmond
John M. Daniel III. MD. Richmond
John W. Hollowell. MD. Portsmouth

Charles H. Crowder. Jr., MD. South Hill

Alfred J. Martin. Jr., MD. Suffolk

William J. Hagood. Jr., MD, Clover

Jack C. Turner, MD. Danville

Larry H. Redmond. MD, Lynchburg
W. W. S. Butler III. MD. Roanoke

George E. Broman, MD. Culpeper

George B. Craddock. Jr.. MD.
Charlottesville

Jamison K. Francis, MD. Woodbridge

John Boniface. Jr., MD. Fredericksburg

James Hal Smith, MD. Christiansburg

Michael E. Davidov, MD, Falls Church

Robert M. Allen. MD. Falls Church

Percy Wootton, MD. Richmond
H. C. Alexander III. MD. Roanoke
Chris Testerman. Richmond

GRIEVANCE COMMITTEE

Reviews cases concerned with problems

between physicians and patients on appeal

from decisions of grievance committees of

component societies.

Harold L. Williams, MD, Newport News,

Chairman

C. Barrie Cook. MD. Falls Church
Harry C. Kuykendall. MD. Alexandria

Charles M. Caravati. Jr.. MD. Richmond
Richard L. Fields. MD. Fairfax

Ethics

Recommendations

One of the most difficult areas of clini-

cal medicine is the care of the terminally

ill patient. There is often a striking incon-

sistency between written policy and the

day-to-day variations of professional

practice. The Ethics Committee there-

fore recommends:

1. That Medical Society of Virginia

physicians use a standard “No Code/Do

Not Resuscitate” order when they intend

that no CPR be given to a patient. Syn-

onyms such as no heroics, comfort care

only, chemical or pharmacological code,

etc., should not imply No Code or DNR.
2. It should be clearly understood that

the No Code/DNR order does not imply

per se a lower or less aggressive standard

of medical care for the patient, and the

physician must write the order in the

chart and give an adequate, though not

necessarily lengthy, account in the pro-

gress notes regarding the reasons which

led to the order.

3. That every hospital staff should cre-

ate or revise its written policy regarding

No Code/DNR orders.

This policy should specify w ho partici-

pates in the decision, how the participa-

tion is documented, and how’ often the

decision is to be reviewed. It is suggest-

ed that Virginia hospitals review, clarify

and update their No Code/DNR policies

on a regular basis in conjunction with

their medical and nursing staffs.

4. That it is the physician’s responsibil-

ity to eliminate any confusion among the

nursing staff regarding the No Code/DNR
order.

5. That the physician should always

take pains to make sure that any No Code/

DNR decision is in the best overall interest

of the patient and that both the decision

and the reasons for it are clearly commu-
nicated to those who have a vital need to

know

.

6. That Medical Society of Virginia

physicians familiarize themselves with the

Natural Death Act of Virginia and the

significance of the Living Will (Code of

Virginia 54:325.8:1).

Gervas S. Taylor, Jr., MD

Federal Legislative!Activities

The committee reviewed and strongly

endorsed the AMA Board of Trustees’

proposal entitled “Protecting the Elder-

ly,” and asked the leadership to discuss

it with Virginia's legislators at the Con-

gressional Luncheon on May 18 in

Washington. This AMA proposal (Re-

port MM) would preserve access to high-

quality health care for the elderly with a

series of original financing approaches.

Congressman Charles Rose (D-NC) has

sponsored the concept in HB 4455.

The committee conducted a survey of

component societies to determine inter-

est in and technical capability of con-

necting with the AMA Network

(AMANET). which the committee felt

would be an excellent communications

tool if enough of the component societies

participated. Preliminary results indicate

that several of the large urban societies

are interested, but the AMA has pro-

posed some changes in the network, and

a decision to participate must wait for

the outcome of those deliberations.

Ira J . Green, MD

Highway Safety ’

Recommendation

That The Medical Society of Virginia

encourage the use of safety helmets for

riders of bicycles, mopeds, and the three-

wheel vehicles known as “off-road motor-

cycles.”

While two-wheeled motorcycle riders

in Virginia are required to wear ap-

proved helmets, head injuries among rid-

ers of bicycles, mopeds and off road

motorcycles are not. and injuries are

catastrophic.

General

The committee was active in 1988 in

passage of legislation relating to civil

immunity for physicians reporting pa-

tients believed to be medically unfit to

operate motor vehicles. This bill re-

ceived strong support in the General

Assembly.

In reviewing past legislation dealing

with highway safety, the committee was

apprised of recent concerns associated

with the new drug test law' for drivers
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Physician’s Guide to the Natural Death Act

From the time it became effective in 1983, the

Natural Death Act (Virginia Code §54-325.8:1) has

offered a statutory “safe harbor” for the Virginia

physican who complies in good faith with its provi-

sions.

The Act defines “terminal condition” as “a condi-

tion caused by injury, disease or illness from which, to

a reasonable degree of medical certainty, (i) there can

be no recovery and (ii) death is imminent.”

“Life-prolonging procedure” is defined by the Act

as “any medical procedure, treatment or intervention

which (i) utilizes mechanical or other artificial means

to sustain, restore or supplant a spontaneous vital

function or is otherwise of such a nature as to afford a

patient no reasonable expectation of recovery from a

terminal condition and (ii) when applied to a patient in

a terminal condition, would serve only to prolong the

dying process; however, nothing in this act shall

prohibit the administration of medication or the per-

formance of any medical procedure deemed necessary

to provide comfort care or to alleviate pain.”

These are the steps the law requires:

1. A patient makes a declaration directing the with-

holding or withdrawing of life-prolonging procedures

in the event of a terminal condition. If the declaration

is written, it must be signed by the patient and two

witnesses, neither of which may be the patient’s

spouse or blood relative but one of which may be the

physician.

If the declaration is oral, it is valid only (i) if made

after the patient has been diagnosed as having a

terminal condition and (ii) if it is made in the presence

of a physician and two witnesses, neither of which

may be the patient’s spouse or blood relative.

2. If the patient has made a valid declaration and is

competent, the attending physician must then certify

in writing that the patient has a terminal condition

before withholding or withdrawing a life-prolonging

procedure.

3. If the patient has made a valid declaration but is

“comatose, incompetent, or otherwise physically or

mentally incapable of communication,” the attending

physician must certify in writing that the patient has a

terminal condition and must also have one other

physician examine the patient and do likewise before

withholding or withdrawing a life-prolonging proce-

dure.

4. In the case of a patient who is comatose, incom-

petent or otherwise physically or mentally incapable of

communication and who has not made a written or oral

declaration, the Act designates these persons, listed in

order of priority, with whom the attending physician

must consult and agree prior to withholding or with-

drawing a life-prolonging procedure:

1) any guardian or committee judicially appointed on

behalf of the patient;

2) anyone designated in writing by the patient to

make the treatment decision;

3) the patient’s spouse;

4) an adult child of the patient or a majority of the

children who are reasonably available for consulta-

tion;

5) the parents of the patient;

6) the nearest living relative of the patient.

If no one in the first category is “reasonably avail-

able, willing and competent to act,” the physician may
go to the next priority, and then the next, until an

appropriate person is located.

But when the physician must turn to any of the

family members in the last four categories, the physi-

cian (i) must insure that there are two witnesses

present when the treatment decision is made with

those family members, and the patient’s spouse and

blood relatives may not serve as either of these

witnesses, and (ii) must get consent from two persons

in any of the last four categories if two are reasonably

available.

Two points should be emphasized. First, the Act

does not apply to patients who are under 18 years of

age. Second, if a physician does not want to direct the

withholding or withdrawing of life-prolonging proce-

dures as authorized by this Act, he has no obligation to

do so; he must, however, offer to transfer the patient

to another physician.

The Act does not eliminate any immunity a physi-

cian already may have under the common law.

Attorneys Sandra Kramer and Allen C. Goolsby III

developed this legal information for the June 1983

issue of Virginia Medical. It has been slightly revised

for subsequent reprintings.

Still available at Virginia

Medical is the patient brochure

with the declaration that

implements the Natural Death

Act. To receive up to 100 copies

free of charge, send your order

to the Executive Editor, 4205

Dover Road, Richmond VA
23221.
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HIGHWAY SAFETY COMMITTEE

Is concerned with all facets of highway

safety, especially relating to legislation, and

advises the State Legislative Committee

accordingly.

Carol S. Shapiro, MD, Woodbridge,

Chairman

Richard C. Cole, MD. Stuart

R. Jack Eastham III, MD, Charlottesville

Robert J. Heilen, MD, Falls Church

I

Harry S. Holcomb. MD, Franktown

William A. Robertson. MD. Richmond

James C. Andrews, MD. Charlottesville

j

INSURANCE COMMITTEE

Recommends new insurance programs and

reviews those already in effect, with

particular attention to liability coverage.

Ira D. Godwin, MD, Fairfax, Chairman

Lawrence E. Blanchard III. MD. Richmond

Owen W. Brodie. MD. Richmond

William S. Burton. MD, Nassawadox

John L. Dobson. MD. Virginia Beach

J. William Giesen. MD. Radford

MATERNAL HEALTH COMMITTEE

Is concerned with all facets of maternal

health. Studies maternal deaths in Virginia

and makes recommendations. Keeps abreast

of the insurance aspects of maternal health.

John R. Talbert, MD, Waynesboro,

Chairman

Mason C. Andrews, MD. Norfolk

Thomas P. Caine. Jr., MD. Newport News
Charles Y. Davis, MD. Blacksburg

Herbert G. Hopwood. MD. Arlington

Robert W. Irvin. Jr.. MD. Roanoke

David L. Montague. MD, Richmond
Howard A. Montgomery. MD.

Charlottesville

Louis Q. Pugsley. MD. Fairfax

Guy M. Harbert. Jr.. MD. Charlottesville

MEMBERSHIP COMMITTEE

Works with MSV staff on problem situations

and recruitment. Responsible for

recommending members for honorary status.

J. H. Hollingsworth. MD, Roanoke,

Chairman

Stuart F. Mackler. MD. Radford

George J. Carroll. MD. Suffolk

Ira D. Godwin. MD. Fairfax

Russell D. Evett. MD. Norfolk

James A. Shield. Jr., MD. Richmond
Louis D. Parham. Jr.. MD. Hampton
James A. Piggott, MD. Lynchburg

Norris A. Royston. MD. Marshall

Carol S. Shapiro. MD. Woodbridge

B. Thomas Westerfield. MD. Martinsville

Wayne Frei. Norfolk

suspected of being under the influence of

alcohol. The committee endorsed this

law, which has brought many questions

regarding drugs detected by the screen-

ing process. Committee members agreed

to continue monitoring the situation.

The Highway Safety Committee cur-

Insurance

Blue Cross and Blue Shield of Virginia

has named the MSV-endorsed major

medical health insurance plan the Virgin-

ia Physicians Plan. We have had very

few complaints this year about the

Blues' handling of the claims or billing

practices of this plan, which is an age-

based, experience-rated group health

plan in which the premiums vary accord-

ing to usage. At the end of the year the

committee will learn of the usage of the

plan and will negotiate the premiums for

the coming year.

The committee conducted a survey in

April to learn more about the insurance

needs of our members. Of 1,000 surveys

Maternal Health

The Maternal Health Committee met

at the Hyatt Richmond on July 13. 1988.

Dr. Faye Redwine of the Department

of Obstetrics at the Medical College of

Virginia reported that there were 1 1 ma-

ternal deaths out of 90.280 births in Vir-

ginia in 1987. Four patients died of pul-

monary embolism, all after cesarean

section on postoperative day 13-17: all

were obese, with weights ranging from

228-350+ pounds. Two patients died of

complications of pregnancy-induced hy-

pertension. namely renal failure and pul-

monary embolism. One maternal death

occurred from each of the following:

cardiomegaly with left ventricular hyper-

trophy. amniotic fluid embolism, rup-

tured intercranial aneurysm, and meta-

static choriocarcinoma, and one death

occurred from complications of general

anesthesia during a MacDonald's cervi-

cal circlage procedure. Seven of eight

patients who died of postpartum compli-

cations had cesarean sections.

Dr. Alice Linyear. director of the Divi-

sion of Maternal and Child Health, re-

ported that Medicaid coverage has been

extended to include all pregnant women,
as long as their income is within the

poverty level, and children up to 1 year

of age. This will cover approximately

7.000 additional indigent prenatal pa-

rently is considering possible pedestrian

legislative measures for 1989. Both the

Committee and The Medical Society of

Virginia are on record as supporting pe-

destrian legislation.

Carol S. Shapiro, MD

sent out, 349 (35%) were returned. In

general, subscribers to the MSV-en-

dorsed BC/BS plan are satisfied wth the

billing and administrative handling of

their plan and with claims service. There

is considerable dissatisfaction with the

cost of the plan; at the same time, how-

ever, the average survey responder said

benefits were of first importance and

price secondary when choosing insur-

ance coverage of any kind.

The committee appreciates the excel-

lent response to this survey; it will help

us as we try to make the health insurance

program even better.

Ira D. Godwin, MD

tients in Virginia. New expanded serv-

ices under Medicaid include patient edu-

cation. nutritional assessment and

counseling, and homemaker services for

bedridden patients. A federal grant has

also been received to establish a sickle

cell screening program in maternal and

child health clinics throughout the state.

Dr. Guy M. Harbert of the Obstetrics

Department of the University of Virginia

School of Medicine reported that the

major efforts of the Perinatal Services

Advisory Board have been the revision

of the Statew ide Perinatal Services Plan.

He explained that several gaps in the

provision of perinatal services were

identified and recommendations targeted

to correct these deficiencies.

Work is underway to establish some

reduction in premiums for those physi-

cians who participate in the Injured In-

fant Act. according to Allen Goolsby III,

counsel to The Medical Society of Vir-

ginia.

Once again the committee expressed

concern that some hospitals continue to

use intravenous pitocin in bolus form

during the postpartum period. The dan-

gers of this practice were reviewed.

No recommendations were made by

the committee.

John R. Talbert, MD
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Membership

Recommendations

1. Continue the implementation of pro-

grams identifying physicians new to Vir-

ginia who have joined hospital medical

staffs and local medical societies, encour-

aging them to join The Medical Society of

Virginia and the AMA.
2. Continue to work with the Board of

Medicine in identifying and contacting

physicians newly licensed in the state who

are not members of either the Society or

the AMA.
3. Identify faculty members who have

beeen active in The Medical Society of

Virginia and the AMA and through them

coordinate efforts to increase interest in

medical students and house officers in

training, emphasizing the importance of

becoming participants in organized medi-

cine.

4. Maintain a data base on physicians

who are completing their residences, their

intended places of permanent residence

and their membership status, with special

efforts to contact them as they move into

communities if they are not members of

the Society or the AMA.
5. Work with the Young Physicians

Section of the AMA in seeing that all

physicians entering practice in Virginia

are contacted personally by a member

of The Medical Society of Virginia.

General

1988 has been a difficult year for the

membership of The Medical Society of

Virginia. In 1985, prior to unification

with the American Medical Association,

there were over 5,700 dues-paying MSV
members, but by 1988 that number had

decreased to 4,960. This decrease oc-

curred despite intensive recruitment ef-

forts by the Society. In 1986, 339 new
members were added; in 1987, 276; in

1988, through July 7, only 146 new mem-
bers had been added.

The Membership Committee has been

diligent in attempting to recruit new
members. We have addressed personal

appeals to the chiefs of professional

staffs of all hospitals in the state. We
have contacted the membership chair-

men of all component societies and

urged them to recruit as new MSV mem-
bers those who have recently joined the

component organizations. These efforts

have had a uniformly poor response. We
have personally contacted, this year,

over 500 physicians recently licensed by

the Board of Medicine, and only half a

dozen chose to join The Medical Society

of Virginia. This has been a discouraging

business, but we find it is not a problem

isolated to Virginia or definitely tied to

the unification issue. Medical societies

throughout the country are having the

same problem, as outlined in recent arti-

cles of the American Medical News.

We have long operated on the assump-

tion that membership in the Society and

the AMA is a logical choice for any

thinking physician. Clearly, not all prac-

titioners share that opinion. Consequent-

ly, we must now take a longer view of

directing membership drives toward

younger physicians instead of estab-

lished practitioners who have chosen to

remain outside our organization. Mem-
bership plans will focus on medical

school faculty, residents, program direc-

tors, students, house officers in training,

and particularly the Young Physicians

Section of the AMA. It is apparent that

many of our colleagues who have been in

practice for years without belonging

have no intention of joining, regardless

of how persuasive the argument. The
real hope of The Medical Society of

Virginia, as well as the AMA at large, is

Central
Fidelity
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MENTAL HEALTH COMMITTEE

Works with the Department of Mental

Health and Mental Retardation and reviews

and recommends legislation having to do

with mental health.

James A. Shield, Jr., MD, Richmond,

Chairman

Douglas H. Chessen. MD. Newport News
John F. Heath. MD. Falls Church

Emory F. Hodges. Jr.. MD. Alexandria

John O. Hurt. Jr., MD, Salem

Asad M. Masri. MD. Petersburg

William L. Harp. MD. Richmond

Neil Johnston. Richmond

MSVRQ OVERSIGHT COMMITTEE

Acts as the physician's advocate in

overseeing the Medical Society of Virginia

Review Organization.

W illiam H. Sipe, MD, Newport News,

Chairman

Theodore Adler. MD. Virginia Beach

Wyatt S. Beazley III. MD. Richmond

William J. Hagood. Jr., MD. Clover

George A. Hurt, MD. Lynchburg

Ray H. Smith, MD. Richmond

Esmail Rafi. MD. Fairfax

E. Armistead Talman. MD. Richmond

PHYSICIANS’ HEALTH AND
EFFECTIVENESS COMMITTEE

Assists in the discovery and rehabilitation of

those physicians whose effectiveness in the

practice of medicine is jeopardized by

continuing problems.

David G. Fluharty, MD, Newport News,

Chairman

William H. Barney, MD. Lynchburg,

Adviser

William P. Arnold III. MD. Charlottesville

Owen W. Brodie. MD. Richmond

Robert M. Campbell. MD. Chesapeake

Milton Greenberg. MD. Danville

David S. Harrer. MD, Falls Church

Mark E. Holt, Jr., MD. Portsmouth

Lawrence K. Monahan. MD. Roanoke

Lloyd F. Moss. MD. Fredericksburg

John A. Owen. Jr.. MD. Charlottesville

Mrs. William J. Reardon. McLean
Basil E. Roebuck. MD. Blacksburg

Mark T. Schreiber. MD. Virginia Beach

Carol S. Shapiro. MD. Woodbridge

J. Pat Tokarz. MD. Alexandria

Donald S. Thorn. MD. Annandale

Steve Kemp. Richmond

to recruit every physician as he or she

comes into practice. Over a period of

several decades, the impact on member-

ship could be enormous. In an effort to

do this, we have restructured our dues

system, giving reductions to those enter-

ing practice for the first two years.

Finally, it has become apparent that

the real recruiting cannot be done effec-

tively by an organization such as The

Medical Society of Virginia but must be

Mental Health

In response to a recommendation of

the American Medical Association, the

Mental Health Committee reaffirmed its

opposition to any legislation that would

give psychologists hospital admitting

privileges.

The Mental Health Committee is keen-

ly aware of the desire of psychiatric

nurse practitioners to practice indepen-

dently of physicians. The committee

supports the position of the Psychiatric

Society of Virginia in favor of a properly

regulated “scope of practice" for nurse

practitioners and the Psychiatric Soci-

ety’s efforts to have proper regulation

and identification of minimum standards

MSVRO Oversight

During the year the Medical Society of

Virginia Review Organization Oversight

Committee met at MSV headquarters in

January and April. In addition, a tele-

phone conference was held with

MSVRO officers and personnel as well

as some members attending the June

meeting of the MSVRO board of direc-

tors and a conference conducted by the

American Medical Association regarding

the Health Care Financing Administra-

tion's Third Scope of Work contract

proposal.

Recommendations made by the Over-

sight Committee and accepted by the

board included that the chairman of the

Regional Review Ccommittee be limited

to two consecutive two-year terms and

that members of the Quality Assurance

Committee, with the exception of the

medical director, be limited to three-year

terms. The recommendation that the

QAC include three ad hoc members of

the same specialty or type of practice as

the physician or provider under investi-

gation will be considered, with an effort

to fulfill the recommendation.

The Oversight Committee was granted

the privilege of reviewing the HCFA

carried out on a one-to-one basis. It

appears that many physicians are not

willing to take the time to make personal

visits to new physicians in their commu-
nities, membership application in hand,

and not leave until they have a signature

on the dotted line. Only through this type

of dedicated service by individual mem-
bers can The Medical Society of Virginia

hope to grow in the years to come.

J

.

//. Hollingsworth, MD

of training and credentials and a resolu-

tion of the questions involved.

The Mental Health Committee contin-

ues to support the efforts of the depart-

ments of psychiatry in Virginia's medical

schools to obtain appropriate funding for

all forms of research, including funds

from the Commonwealth of Virginia, and

increased involvement of state mental

institutions and medical school faculty.

Unfortunately, the Mental Health

Committee notes that psychiatric insur-

ance coverage continues to be inade-

quate for the successful completion of

many patients’ treatment plans.

Janies A. Shield . Jr.. MD

renewal contract and/or amendments

and modifications, including severity-

level quality problems, prior to approval

by the MSVRO board. The MSVRO
Quality Review System document incor-

porating suggestions and changes re-

sponsive to the Oversight Committee

was approved by the MSVRO board on

June 15. By that action, additional rec-

ommendations became obsolete.

An important resolution concerning

the HCFA's plans to study individual

physician profiling of quality of care and

treatment was introduced by Dr. Robert

A. Morton and adopted unanimously by

the MSVRO board for transmission to

the MSV Council and House of Dele-

gates.

An excellent relationship continues to

exist between the Oversight Committee

and the MSVRO. which benefits all prac-

ticing physicians of the commonwealth.

William H. Sipe, MD
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Physicians’ Health and Effectiveness

Recommendation

That the annual budget for the Physi-

cians’ Health and Effectiveness Commit-

tee for 1989 be $16,000. It is estimated

that this sum will be adequate.

General

In 1987, 28 individuals were reported

to the committee. Fourteen were inter-

vened upon. Investigation of three led to

no evidence of impairment. At the end of

1987, 11 cases were still being evaluated.

The number of physicians being followed

is 58.

The total number reported to the com-

mittee represents a significant increase

over previous years, due to the increas-

ing utilization of committee resources by

hospitals and network activities with

other professional organizations.

A major function of the committee the

past year has been the after-care moni-

toring of chemically dependent physi-

cians. To better accomplish this impor-

tant task this monitoring has now been

centralized in Medical Society of Virgin-

ia headquarters in Richmond. Extremely

rigid compliance with after-care con-

tracts are now mandated by the Society,

and exceptions to compliance result im-

mediately in committee action.

A result of this monitoring program is

the detection of more relapses than were

previously thought to occur. This finding

is analagous to the experience of other

state society programs and has caused

the committee to review its responses to

relapse and standardize those responses

in a protocol, which is to become effec-

tive after review by the State Board of

Medicine.

The tasks of this committee have

greatly multiplied during 1988. Not only

are the numbers of reports significantly

elevated but the number of physicians

being followed is rising rapidly as well.

Furthermore, the centralization of many
of the processes and the need to generate

a paper trail for the many reviewing

committees, including the Board of

Medicine and attorneys, has greatly

complicated the functions of the commit-

tee, its chairman and its executive direc-

tor. For all of these reasons, the need for

a paid medical director has substantially

increased. This position, previously sup-

ported by the Society, now awaits appro-

priate funding. Liability carriers, who
are major benefactors of the efforts of

this committee, have been offered the

opportunity to contribute to this program

on a formal basis, and we hope negotia-

tions will soon conclude successfully.

A rotating loan fund has been estab-

lished so that no physician will be denied

treatment for lack of funds. Contribu-

tions are being sought for this fund by a

special committee chaired by Dr. Lloyd

F. Moss, Fredericksburg.

A special committee chaired by Dr.

John W. Owen, Jr., has succeeded in

establishing programs at both the Uni-

versity of Virginia and the Medical Col-
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gram is in process of development at the
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treatment resources in Virginia and will

rate them according to criteria already
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Professional Liability

Recommendations

1.

That The Medical Society of Virgin-

ia propose legislation to remove the $250

assessment from the Injured Infant Act.

The legislative efforts of the Society at

the 1987 session of the General Assem-
bly did result in restoration of liability

coverage for virtually all physicians in

the state. Passage of the Injured Infant

Act was the most significant achieve-

ment in that regard. The funding mecha-
nism. however, was not what we pro-

posed. Instead of a broad-based “tax"
touching every person in the common-
wealth who owns or rents a home or

drives a car. the financial burden of this

legislation has fallen entirely on hospitals

and doctors. There is currently $7-7.5

PROFESSIONAL LIABILITY
COMMITTEE

Keeps abreast of professional liability issues,

especially as they relate to tort reform.

Communicates with legislators and

subcommittees of the state legislature.

Ronald K. Davis, MD, Richmond, Chairman
Samuel B. Hunter, MD. Richmond. Adviser
Robert L. Adeson, MD. Alexandria

Alvin E. Conner. MD. Manassas
L. Daniel Crooks, Jr.. MD. Midlothian

Emerson D. Farley. Jr., MD. Richmond
James L. Ghaphery. MD. Richmond
Claude P. Sherman. MD. Martinsville

H. George White. Jr.. MD. Winchester
Harold L. Williams. MD. Newport News
C. M. Kinloch Nelson. MD. Richmond
John E. Fitzgerald, MD. Richmond
Russell L. May. MD. Fairfax

George A. Hurt, MD. Lynchburg
David L. Montague, MD. Richmond
Austin B. Harrelson, MD. Richmond

PROFESSIONAL LIABILITY REVIEW
COMMITTEE

Reviews physician credentials and
applications when refused professional

liability coverage in Virginia.

Ira D. Godwin, MD, Fairfax, Chairman
L. Daniel Crooks, Jr., MD. Midlothian

Russell D. Evett. MD. Norfolk

Robert L. White. MD. Great Falls

PROGRAM COMMITTEE

Develops the scientific program for the

annual meeting.

James P. Baker. MD, Norfolk, Chairman
Paul Mazmanian. PhD. Richmond. Adviser
W. Kenneth Blaylock. MD. Richmond
Kinloch Nelson. MD. Richmond
James A. Piggott. MD. Lynchburg
Leslie E. Rudolf. MD. Charlottesville

George W. Burke III, MD. Richmond

million in the fund, and there has yet to

be a claim. The Professional Liability

Committee reasons that the medical

community has contributed more than its

share, and, therefore, the $250 assess-

ment should be eliminated.

2.

That The Medical Society of Virgin-

ia support efforts to study the Injured

Infant Act and continue to look for alter-

natives to the tort system for settling

liability disputes.

The Williamson Institute of Health at

the Medical College of Virginia/VCU has

completed its study of the definition of

an injured infant as set forth in the In-

jured Infant Act. This was funded by
$5,000 in donations from the Virginia

Insurance Reciprocal and the Medical

Protective Company. St. Paul declined

to contribute. The Institute has applied

to the Robert Woods Johnson Founda-
tion for a $200,000 grant to study the

economic impact of the Injured Infant

Act. This type of study is essential if we
are to gather the important data generat-

ed by this first-of-a-kind legislation.

An outgrowth of the committee's ef-

forts to study alternatives to the tort

system led to the formation of a study

group consisting of members of the med-
ical community, the plaintiff and defense

bar, the legislature, and the insurance

industry. The chairman of this group is

Karen Donegan. director of the Alterna-

tive Dispute Resolution Center in Rich-

mond. It is hoped that the group’s meet-

ings will lead to simpler and less

expensive methods by which some por-

tion of liability claims might be resolved.

Work thus far is encouraging.

3, 1 hat The Medical Society of Virgin-

ia monitor closely and intercede where
appropriate in the judicial determination

of the constitutionality of the cap on medi-

cal liability awards.

The cap's future is still in the hands of

the judiciary. An amicus brief has been

filed by The Medical Society of Virginia

in both the Etheridge and Bulala cases.

The Professional Liability Committee
will track this situation and prepare a

response for Council's approval should

the cap be declared unconstitutional.

4. That The Medical Society of Virgin-

ia oppose current efforts to liberalize the

Statute of Limitations and standards of

care.

There is a study group appointed by
the legislature meeting to consider
changing the Statute of Limitations as it

applies to all tort law. including medical

liability. The committee is made up of
five legislators and two appointed mem-
bers. All are lawyers. One member of

this committee stated that the only fair

statute of limitations is no statute! The
Medical Society of Virginia must join

with business to oppose such liberaliza-

tion of this important subject. A bill

calling for a national or universal stan-

dard has been carried over, and we must
likewise oppose this.

General

1 he Injured Infant Act has been imple-

mented. The Virginia Insurance Recipro-

cal has responded with deductions to

obstetricians participating in this act of

$3,500-$5,000. I'he Joint Underwriting

Association, acting on an actuarial study

by Tiliinghast of New York, is allowing a

2-27% deduction depending on a number
of factors, the most important being the

number of babies delivered: this

amounts to between $240 and $7,000. St.

Paul proposed a reduction approaching
$5,000 for a mature policy but wanted no
responsiblility if the law was declared

unconstitutional. T he Commissioner of

Insurance rejected this proposal. St.

Paul's and Med Pro's final filing is still

pending.

The JUA now insures 342 doctors, 48

of whom are obstetricians. There have
been 12 claims filed—eight pending and
four closed. We need to be aware con-

stantly that the JUA premiums are St.

Paul's plus 5%. plus 33% stabilization

fund assessment, or roughly 40% higher

than the regular market.

The medical liability scene continues

to deteriorate at the approximate premi-

um rate of 20% per year. Unless we can

change the current system by which li-

ability claims are resolved, your premi-

ums will almost certainly double in the

next four years.

Ronald K. Davis. MD

Public Relations

After a busy 1987 with information

packets and telephone campaigns con-
nected with the tort reform effort, this

year found the Public Relations Commit-
tee fairly quiet. The committee will again

host the press at the coming annual
meeting and looks forward to serving the

new President in any way he finds neces-

sary.

Frederick K. McCune, MD
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Rehabilitation

Throughout the past year the Rehabili-

tation Committee, both collectively and

as individuals, continued its primary role

of providing advice and recommenda-

tions to the Virginia Department of Re-

habilitative Services in regard to poli-

cies, procedures, and appropriate fees

for medical services provided by the

department to handicapped Virginians.

The committee met on May 22, 1988,

with 12 members present. Also present

were seven members of the staff of the

Department of Rehabilitative Services

and one from the Department for the

Visually Handicapped. From the former,

Altamont Dickerson, Jr., EdD, Commis-

sioner, gave an overview of that depart-

ment’s accomplishments during the past

year and indicated a number of innova-

tive programs recently implemented or

scheduled for next year.

Dr. Frank Butts, director of audiology

at the Medical College of Virginia, made

a presentation regarding the status of

cochlear implants in the improvement of

hearing in the profoundly deaf, reporting

favorable results in selected cases, and

the committee recommended that the

department undertake a limited pilot

study of this procedure. The revised

radiology and laboratory fee schedules

were presented to the committee for

review. There were some general com-

ments regarding the policies and proce-

dures involved in establishing appropri-

ate fees to be paid by the department for

these diagnostic services, but after some
discussion, the committee approved the

fee schedules as presented. There was

discussion of cost containment, particu-

larly in regard to diagnostic procedures,

which are escalating in numbers as well

as in cost. Because of the department’s

limited funds, the more money spent on

diagnostic studies, the less money avail-

able for actual rehabilitation services.

Rural Health

Recommendation

That The Medical Society of Virginia

continue to support efforts to equalize the

payments of government agencies and in-

surance carriers to rural community hos-

pitals and physicians with those made to

urban hospitals and physicians.

Recognizing 1) that many small com-

munity hospitals are having financial dif-

ficulty, causing either bankruptcy or

closing because of increasing costs and

decreasing reimbursements, and 2) that

small rural communities are having se-

vere physician recruitment problems,

members of the committee feel strongly

that the Society should either develop

new programs or support present efforts

to increase payments to rural hospitals

and physicians.

General

Health problems of the indigent con-

tinue to be met to some degree by local

free clinics supported by volunteer staff

and monies from public and private

funds.

The annual 4-H Club convention was

again attended by the committee chair-

man and the award for the best medical

project presented to the state winner.

The Society’s financial support of this

excellent youth-oriented organization is

appreciated.

J. L. Patterson, Jr., MD

Sheriffs Advisory Committee
Recommendation

1. That the committee for liaison with

sheriffs be discontinued and a new organi-

zation of jail physicians be formed in the

state.

2. That the Medical Society of Virgin-

ia’s President appoint a liaison committee

from that statewide group.

A significant reduction in the role of

the Sheriffs Advisory Committee has co-

incided with a move toward regional jails

in place of the long established one-

county jails administered by the county

sheriffs. This trend is typified by the

recent opening of the 100-unit Piedmont

regional jail, which serves the counties

of Lunenburg, Nottoway, Amelia, Cum-
berland, Buckingham, and Prince Ed-

ward. Charlotte County declined to join

this project in favor of continuing the

solo operation of its new 12-unit jail.

Appomattox County has also continued

its single-county jail plan.

The chain of command for the regional

jail starts with a governing board com-

posed of two members selected from

The general consensus was that some
type of educational program directed to

the department’s field staff and to pro-

viders of these services might help con-

tain some of the costs. The committee

approved a proposal to allow the depart-

ment to provide services to certain se-

lected cases of AIDS-related complex

(ARC) on an individual consideration

basis. The committee received a report

on the current status of services provid-

ed by the Woodrow Wilson Rehabilita-

tion Center.

The committee has no recommenda-

tions for the House of Delegates.

Alexander McCausland, MD

PUBLIC RELATIONS COMMITTEE

Is responsible for all Medical Society of

Virginia projects in the field of public

relations.

Frederick K. McCune, MD, Virginia Beach,

Chairman

Philip M. Borges, MD, Falls Church

George E. Broman, MD, Culpeper

John M. Daniel III, MD, Richmond

John W. Kousia, MD, Alexandria

C. M. Kinloch Nelson, MD, Richmond

REHABILITATION COMMITTEE

Serves in an advisory capacity to the State

Department of Rehabilitative Services.

Alexander McCausland, MD, Roanoke,

Chairman

Thomas C. Apostle, MD, Winchester

George E. Broman, MD, Culpeper

Ronald F. Calkins, MD, Richmond

A. Epes Harris, Jr., MD, Blackstone

Joseph F. Kell, Jr., MD, Richmond

Frank C. McCue III, MD, Charlottesville

W. Copley McLean, MD, Charlottesville

Reno R. Porter, MD, Richmond

William D. Rusher, MD, Richmond

Leroy Smith, MD, Richmond

Frank A. Strickler, MD, Roanoke

Girard V. Thompson, Jr., MD, Chatham

RURAL HEALTH COMMITTEE

Is concerned with all facets of rural health.

Cooperates with the Virginia 4-H Club

health awards program.

James L. Patterson, Jr. MD, Pulaski,

Chairman

Girard V. Thompson, Jr., MD, Chatham

Francis N. Bain, MD, Goochland

Emerson D. Baugh, Jr., MD, Kenbridge

Gene E. Clapsaddle, MD, Moneta

Joseph H. Early, Jr., MD, Hillsville

John T. Glick, Jr., MD, Broadway

Augustine W. Lewis, MD, Aylett

Norris A. Royston, MD, Marshall

Robert S. Smith, MD, Richmond

Robert F. Bencze, MD, Leesburg
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VIRGINIA SHERIFFS ADVISORY
COMMITTEE

Works closely with the Sheriffs' Association

in promoting American Medical Association

standards for the health care of prisoners.

Ray A. Moore, Jr., MD, Farmville,

Chairman

David M. Abbot. MD. Oakton

Conrad H. Daum. MD, Salem

John B. Davies. MD. Alexandria

SCHOLARSHIP COMMITTEE

Cooperates with Virginia's three medical

schools in the administration of Medical

Society of Virginia scholarship funds.

James W. Craig, MD, Charlottesville,

Chairman

B. Lewis Barnett. Jr.. MD, Charlottesville

Robert F. Baxter, MD, Grundy

John L. Dodson. MD. Virginia Beach

Fitzhugh Mayo. MD. Richmond

John A. Owen. Jr., MD. Charlottesville

Peter G. Bernad, MD, Alexandria

SPORTS MEDICINE COMMITTEE

Works with coaches, trainers and team

physicians to upgrade sports medicine in the

state. Maintains liaison with high schools,

colleges and the Virginia High School

League. Presents seminars.

Frank C. McCue HI, MD, Charlottesville.

Chairman

George E. Broman, MD. Culpeper

Richard E. Bullock. MD. Blacksburg

Ernest L. Clements. Jr.. MD. Richmond
Richard H. Fisher. MD. Salem

Richard W. Graham. MD, Richmond
Jay E. Hopkins. MD. Lynchburg

J. Thomas Hulvey. MD. Abingdon

Virgil R. May. Jr.. MD. Richmond

Louis P. Ripley, MD. Roanoke
Robert P. Singer. MD. Richmond
David N. Tornberg. MD. Newport News
Brantley P. Vitek. MD. Annandale

Earl D. White II. MD. Hampton
David B. Young, MD. Norfolk

Charles H. Bonner, MD. Richmond

STATE BAR LIAISON COMMITTEE

Works with the State Bar Committee to

resolve problems of mutual interest and

concern.

Ira M. Cantin. MD, Chairman

Claude P. Sherman. MD. Martinsville

C. Gordon Heckel. MD. Reva
M. Mendel Bocknek. MD. Annandale

George M. Nipe. MD. Harrisonburg

Charles H. Townes. MD. Colonial Heights

David K. Wiecking. MD. Richmond

each county, who in turn name an

administrator to take overall charge of

the jail operation, including employment

of the attending physician and ancillary

personnel for health care.

The obvious advantage of the regional

jail system to the medical department is

an upgraded budget allowing for im-

proved facilities and equipment. This

advantage includes the employment of

nursing and medical aid personnel, who
can ensure a triage system and allow the

medical director to see the more compli-

cated medical problems on an infrequent

sick-call basis. In the case of the Pied-

mont regional jail, emergency care is

available on a 24-hour basis at Southside

Community Hosptal approximately two

miles away. Also, from the pool of physi-

cians in the town of Farmville, office

consultations have been offered in the

specialties of internal medicine and or-

thopedic and general surgery.

The standards for health care services

in detention facilities were developed by

the American Medical Association in

Sports Medicine

Recommendations

1. That The Medical Society of Virgin-

ia support efforts of the special state legis-

lative subcommittee studying the use of

anabolic steroids.

The Sports Medicine Committee would

endorse a survey regarding the use of ana-

bolic steroids sent to schools in Virginia.

2. That The Medical Society of Virgin-

ia support legislation that would allow

physicians the opportunity to supervise

licensed physical therapy assistants.

Currently, this supervision is limited to

physical therapists.

3. That The Medical Society of Virgin-

ia support certification of athletic trainers

in Virginia.

The committee believes that certifica-

tion of athletic trainers by the State

Health Regulatory Board would improve

State Legislative

Following the emphasis on tort re-

forms in the 1987 General Assembly, the

State Legislative Committee focused its

efforts in the state legislature this year on

specialized health care issues, endorsing

a number of bills that subsequently

passed. Two important bills granted li-

ability immunity to physicians, one re-

1974, and the program was expanded in

1982 into 29 professional associations; as

a result, the National Commission on

Correctional Health Care was estab-

lished. The reference book published by

this committee in 1987 entitled Stan-

dards for Health Services in Jail was
reviewed and found to be a sound model

for accreditation of the health facilities in

all institutional settings. A letter from

Bernard P. Harris, president of the Com-
mission. dated April 4, 1988. states that

“some 300 correctional facilities are cur-

rently accredited, with about 200 being

jails and the balance prisons and juvenile

confinement institutions." He lists the

currently accredited jails in Virginia as

Alexandria City, Arlington. Fairfax,

Henrico, Newport News City, Ports-

mouth City, Roanoke City, and Virginia

Beach City. The track record for

NCCHC-accredited jails shows that

since 1970 none of them has suffered an

unfavorable decision in liability litigation

brought against them regarding health

care.

Ray A. Moore, Jr., MD

the quality of trainers in the common-
wealth.

General

The committee, acting on the recom-

mendation of The Medical Society of

Virginia, communicated with the single

university in Virginia offering boxing in

its athletic department. The correspon-

dence advised the school of the potential

health hazards involved in boxing.

The committee's members were in fa-

vor of including on the committee the

chairmen of sports medicine committees

of the Virginia Orthopaedic Society and

the Virginia Chapter. American Acade-

my of Pediatrics, to serve as special

advisors and provide liaison among the

three committees.

Frank C. McCue III. MD

garding the reporting of HIV-positive

patients and one relating to reporting to

the Department of Motor Vehicles pa-

tients believed unfit to operate motor

vehicles.

A number of medical items were car-

ried over to the 1989 session. A bill

restricting the use of pound animals in
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Help for a troubled friend

is only a phone call away.

Ifyou suspect a colleague is experiencing problems with alcohol or

drug abuse, don't contribute to the "conspiracy of silence," call The

Medical Society of Virginia’s Physicians' Health and Effectiveness

Committee. A non-punitive approach through rehabilitation is an

alternative. Your report will be kept confidential. Ask for Jeanne

Douglas at MSV headquarters, (804) 353-2721.

waimpa©
VaMPAC

Major concerns affecting the medical profession
are decided in the political arena and VaMPAC
needs your membership to financially support
compaigns of legislative candidates, and reflects

your commitment to political action. VaMPAC
can influence the political and legislative decisions
that determine the practice of medicine in the
Commonwealth. We can ensure that our legisla-

tors receive the best advice on actions that affect

our patients and our profession. Medicine's
views on these important issues are critical to
ensuring that good legislation becomes law, and
bad legislation doesn’t.

T
I

i

i

i

i

i

i

i

i

L

n

Your voice and membership is needed. Join

with those who realize that medicine is a |
constituency. VaMPAC is the political action |

committee of The Medical Society of |

Virginia. Enclosed is a check for: 1

$ 1 00 for a Sustaining Member- »

ship, or «

$250 for a PAC 250 Member- |
ship that includes your spouse. |

Name

Address _
City

State Z i p

Spouse

All memberships inlcude annual membership in

AMPAC.
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STATE LEGISLATIVE COMMITTEE

Considers all pending legislation and makes

recommendations concerning Society

support or opposition. Prepares legislation

for introduction at the General Assembly.

Kenneth I). Tuck, MD, Richmond, Chairman

Clarence A. Holland. MD. Adviser

Earl E. Virts, MD. Adviser

Percy Wootton. MD, Adviser

Ernest L. Clements, Jr.. MD. Adviser

Sam Barton. MD, Richmond

H. Alan Bigley. Jr., MD. Petersburg

Leon 1. Block. MD. Falls Church

Bruce M. Bucher. MD. Tappahannock

William W. S. Butler III, MD. Roanoke

Nicholas G. Colletti, MD. Woodbridge

Henry S. Campell, MD, Martinsville

Russell D. Evett. MD. Norfolk

J. Thomas Hulvey. MD. Abingdon

John A. Rawls. MD. Richmond

Lindley T. Smith. MD. Richmond

J. Brantley Sydnor. MD, Roanoke

Oscar A. Thorup. Jr.. MD. Charlottesville

Harold L. Williams, MD. Newport News

THERAPEUTICS AND DEVICES
COMMITTEE

Concerned with matters pertaining to drugs

and their relationship to the practice of

medicine.

John Boniface, Jr., MD,
Fredericksburg, Chairman

Karen L. Hermansen, MD. Fairfax

Stanley C. Tucker. MD, Richmond

Bill Greismer. Norfolk

VaMPAC

The political action committee of The

Medical Society of Virginia is involved in

both state and federal legislative activity.

Barbara A. Mella, MD, Oakton, Chairman

H. Alan Bigley, Jr., MD, Petersburg.

Chairman Elect

Clarence A. Holland. MD. Virginia Beach.

Vice Chairman

Charles H. Crowder. Jr.. MD. South Hill.

Treasurer

Read F. McGehee. Jr.. MD. Richmond.

Secretary

LONG RANGE PLANNING
COMMITTEE

Reviews the mission of The Medical Society

of Virginia and makes recommendations

concerning new projects and procedures.

Harold L. Williams. MI). Newport News,

Chairman

C. Barrie Cook. MD. Falls Church

Harry C. Kuykendall. MD. Alexandria

Charles M. Caravati. Jr., MD. Richmond
Richard L. Fields. MD. Fairfax

research, one asking for a change in the

current statewide standard of care, an-

other seeking to regulate physician office

laboratories, and a group of AIDS-relat-

ed bills under study by a subcommittee

will all reappear in 1989. The committee

is very active in deliberations concerning

these carryover bills.

To convey the legislative needs of The
Medical Society of Virginia, the commit-

tee plans to initiate a direct line of com-

munication to the chairmen of the House

and Senate Health Committees. The

committee also emphasizes the impor-

tance of early presentation of opinions

on medical and health care policy to the

members of the General Assembly.

A major project initiated for the 1989

Therapeutics!Devices

The major issue addressed by the

Therapeutics and Devices Committee

this year dealt with physician dispensing

of pharmaceuticals, especially the bill

passed by the 1988 General Assembly

that 1) permits the sale of drugs by

physicians only in an emergency or when

they are otherwise not available and 2)

provides for the licensing of physicians

by the Board of Pharmacy to sell drugs

on a regular basis.

Members of the committee have met

with various boards, agencies and associa-

tions to discuss the guidelines for imple-

menting this new bill. The committee re-

VaMPAC
VaMPAC has had a very good mem-

bership year, our second best. It is only

with additional physician participation

and contributions, however, that we can

continue our activities of supporting

good candidates for good government.

The PAC needs you. and you need the

PAC! One of the greatest problems the

profession has to face today is the need

for tort reform. VaMPAC is reaching out

to our representatives at the grass roots

level, as well as at the legislature, by

supporting the campaigns of candidates

legislative session is the formation of a

local legislative task force. The goal is to

assign at least one MSV member to

every state legislator to ensure good

lines of communication. The committee

believes this style of grassroots politics

encourages greater participation by phy-

sicians and creates close ties with the

legislators.

The committee plans to strengthen its

ties with VaMPAC and work closely

with the Professional Liability Commit-

tee and the Injured Infant Act Task

Force. With the combined efforts of

these groups the Society has a strong

foundation on which to develop and

maintain quality health legislation.

Kenneth l). Tuck, MI)

sponded to a survey by the Board of

Pharmacy, stating its position on many
questionable issues and stressing that it is

vital that physicians continue to adminis-

ter drugs in their offices and on house

calls, to provide samples without charge,

and to dispense pharmaceuticals in emer-

gency situations and when pharmacy serv-

ices are not available. In regard to the

licensing of physicians to dispense drugs,

the committee endorses such licenses only

for those physicians who dispense pre-

packaged pharmaceuticals.

The committee plans to remain active

in all deliberations on this topic.

John Boniface . Jr., Ml)

sympathetic to our concerns. We also

encourage all physicians to contribute to

and know their representatives. Personal

contact wih your legislator means more

than dozens of letters or even funds for

his or her campaign.

VaMPAC's annual cocktail party was

given to greet the returning General As-

sembly the evening before the January

session. Another successful reception

was given the night before the veto ses-

sion in April. Both were heavily attended

by the legislators and their staff. The

VaMPAC members in attendance ac-

quainted them with the problems we face

and discussed possible solutions.

The loss of Dr. W. Leonard Weyl has

left a large void in VaMPAC. We all miss

his dedication, friendship, political

knowledge, and judgment.

Barbara A. Mella, Ml)
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AMA Delegates

The 143rd annual meeting of the

American Medical Association was held

in June and representation of your dele-

gates and alternates was excellent. The

President, President Elect and Speaker

of the House also attended. There was

large representation in the Hospital Med-
ical Staff and Student Medical Society

Sections.

There were 422 delegates seated—336

representing state societies, 76 repre-

senting national specialty societies, and

10 section and service delegates.

The delegates approved the applica-

tions of two new specialty societies: the

American Medical Society on Alcohol-

ism and Other Drug Dependencies and

the American College of Utilization Re-

view Physicians.

Dr. Richard L. Fields, Past MSV Pres-

ident and former Speaker of the MSV
House of Delegates, was elected to the

Council on Constitution and Bylaws. Dr.

Fields brings to this council his long

Hospital Staff Section

The Hospital Staff Section established

by the AMA in 1982 provides a unique

setting within the twice-yearly AMA
meetings to debate critical medical staff

issues. The Medical Society of Virginia

section participates in these meetings

and also meets locally twice a year to

discuss issues of local concern.

When the section met at the AMA
meeting in June, there were 496 repre-

sentatives from hospitals throughout the

country. The section considered 80 reso-

lutions and 17 council reports. Following

hearing and debate, 21 resolutions were

submitted to the AMA House of Dele-

gates reflecting the concerns of hospital

medical staffs on a variety of topics,

including 1) emergency department and

medical staff; 2) nursing shortage; 3)

extension of foreign nurse visas; 4) su-

perPRO; 5) anesthesia standards and

credentialing requirements of the Joint

Commission; 6) medical staff and HIV-

positive physicians; 7) contract physi-

cians and their privileges; 8) hospital

medical directors; 9) registered care

technologists. To date the section’s track

record at the AMA House of Delegates

has been excellent, and the subjects in-

troduced are of vital concern to every

physician’s hospital practice.

In 1985 the AMA inaugurated a Na-

experience in serving The Medical Soci-

ety of Virginia and will do an excellent

job in this important post.

Dr. William S. Hotchkiss delivered an

outstanding presidential address. He ex-

pressed confidence in the medical pro-

fession’s ability to cope with and signifi-

cantly influence major changes taking

place in medicine today.

Among the major issues addressed by

the AMA House during the five-day ses-

sion were registered care technologists,

Medicaid reform, drug abuse, AIDS,
Medicare maximum allowable charge,

and Medicare claim denial.

Your delegation worked very hard and

had daily morning caususes to discuss

the issues coming before the House. As
chairman, I want to commend them for

their diligence. MSV members can rest

assured that their views were well repre-

sented throughout the meeting.

Percy Wootton, MD

tional Medical Staff Conference to work

in cooperation with the Hospital Medical

Staff Section. It represents a continua-

tion of the AMA’s resolve to augment

and improve direction and leadership on

issues pertaining to medical staflf/hospital

relations. Dr. James H. Sammons, AMA
Executive Vice President, pointed out

that “to live with the changes that are

inevitable, we must have unity in the

hospital between the administrators and

trustees and medical staffs.”

The Medical Society of Virginia’s

Hospital Staff Section invites every hos-

pital in the state to participate in the

section’s activities. We invite you to

send an AMA member to represent your

hospital at our next meeting on Thursday

morning, November 3, at the Society’s

annual meeting in Williamsburg. We
think you will find it worthwhile to be-

come involved in this new arena. For

more information, write or call the sec-

tion’s staff person, Mrs. Wanda
Schwarzmann, at MSV headquarters,

4205 Dover Road, Richmond VA 23221,

(804) 353-2721.

George J. Carroll, MD

MEDICAL SOCIETY OF VIRGINIA
OFFICERS AND AMA DELEGATES

President

Glenn B. Updike, Jr., MD, Danville

President Elect

J. Thomas Hulvey, MD, Abingdon

Past President

Richard L. Fields, MD, Fairfax

First Vice President

John A. Owen, Jr., MD, Charlottesville

Second Vice President

Donald S. Thorn, MD, Fairfax

Third Vice President

Ronald K. Davis, MD, Richmond
Speaker of the House

William H. Barney, MD, Lynchburg

Vice Speaker

George E. Broman, MD, Culpeper

AMA Delegates

1987

-

88

Raymond S. Brown, MD, Gloucester

John A. Martin, MD, Roanoke

H. C. Alexander III, MD, Roanoke

Harold L. Williams, MD, Newport News
Charles M. Caravati, Jr., MD,
Richmond

1988

-

89

William H. Barney, MD, Lynchburg

William J. Hagood, Jr., Md, Clover

Percy Wootton, MD, Richmond
Richard L. Fields, MD, Fairfax

C. Barrie Cook, MD, Falls Church

AMA Alternate Delegates

1987

-

88

William S. Burton, MD, Nassawadox

Leon I. Block, MD, Falls Church

George E. Broman, MD, Culpeper

James A. Shield, Jr., MD, Richmond

Glenn B. Updike, Jr., MD,
Harrisonburg

1988

-

89

George M. Nipe, MD, Harrisonburg

Russell D. Evett, MD, Norfolk

J. Thomas Hulvey, MD, Abingdon

H. Alan Bigley, MD, Petersburg

Joseph H. Early, Jr., MD, Hillsville

HOSPITAL MEDICAL STAFF
SECTION

Participates twice yearly in the AMA
Hospital Medical Staff Section to debate

critical medical staff issues. Also meets

locally twice a year.

George J. Carroll, MD, Suffolk, Chairman

John T. Myles, MD, Gloucester

Dennis A. J. Morey, MD, Richmond

C. William Coppedge, MD, Farmville

Henry S. Campell, MD, Martinsville

Herbert A. Wood, MD, Winchester

Carol S. Shapiro, MD, Woodbridge

Carl E. Stark, MD, Wytheville
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VIRGINIAMEDICAL

Dues and

I
T is anticipated that there will be no increase in

Medical Society of Virginia dues for 1989. That is

the good news; the bad news is that this is a matter for

comment.

Some background: Virginia is one of six state medi-

cal societies unified with the American Medical Asso-

ciation. Under the rules of unification, a member of

The Medical Society of Virginia must also hold mem-
bership in the AMA. Therefore, when AMA dues are

increased, MSV members have no choice but to

accept that increase if they are going to continue their

MSV membership.

Animal

I
n an article in a recent issue of Washingtonian

magazine 1 the author asked, “Is there a difference

between the life of a monkey and that of a child? Will

animal-rights activists stop medical research as we
know it? Will fewer cures be found? Will more people

die?”

The goal of animal rightists, particularly such mili-

tant groups as People for the Ethical Treatment of

Animals (PETA), is to eliminate animals from research

usage except, possibly, those raised specifically for

this purpose. Most of the animal rightist literature

emphasizes the use of pets in research. On this any of

us with pets would no doubt agree; that is why so

many of us contribute to the SPCA.
But the majority of animals bought for research from

pounds or licensed dealers in Virginia have been

abandoned or have never been pets. To be sure, on

occasion a lost pet may turn up in a pound: that is why
owners should be encouraged to have their pets tat-

Assessments

MSV President Glenn B. Updike, Jr., recently ap-

peared before the appropriate AMA reference commit-

tee to make this request: that if AMA membership

dues are increased, unified states will be granted an

exempt status. His efforts to influence the AMA were

unsuccessful.

President Updike and the MSV Council continue

their study in an effort to find a way by which this

AMA dues increase can be absorbed. So far, no luck.

Unification does have its disadvantages.

E.L.K., Jr.

Research

tooed. since medical and veterinary schools, as well as

research centers, look carefully for such marked ani-

mals and seek to locate their owners.

Most local pounds keep animals for five days, after

which time most are killed. Is it better to do this or to

sell them to an institution conducting research carried

out under rigid protocols in special facilities inspected

by the US Department of Agriculture and the Public

Health Service? These protocols for research are

overseen by committees from various disciplines, in-

cluding outside, noninstitutional members.

Many Nobel prizewinners have used research ani-

mals since the awards were established in 1901. These

include Koch, tuberculosis, using cattle. 1905; Carrel,

vascular surgery and transplantation, dogs, 1912: Ban-

ting and Macleod. insulin, dogs, 1923: Whipple. Minot

and Murphy, liver therapy against anemias, dogs,

1934; Theiles, yellow fever vaccine, monkeys and

mice, 1951 . These represent the tip of an iceberg as far
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as research using animals is concerned. Without them,

what would happen to research, and, more important-

ly, how many humans would die or be crippled be-

cause of the lack of adequate research? Purpose-bred

animals could be used, but their cost is much greater,

and the amount of research would be markedly re-

duced or stopped.

A joint study committee of Virginia’s General As-

sembly is meeting this year to consider legislation that

was introduced last year as SJR 140 and will come up

again in 1989. Virginia physicians should be aware of

the importance of this issue to our state and its

citizens. Information and speakers can be obtained

from The Medical Society of Virginia. If you would

like to be a speaker, let us know by calling Jonathan

Perry at MSV headquarters at (804) 353-2721. Remem-

Dark

As night lengthens and darkens in September, so do

my thoughts about medicine as a profession.

Autumnal depression afflicts me almost every year.

But my worries are not just psychologically induced.

Over the last 30 years an increasingly vocal and

visible segment of society has considered physicians

and surgeons to be haughty, proud, disdainful, over-

paid, negligent, inattentative and thoughtless. While I

doubt that those critics were capable of forseeing and

planning events as they have happened, their desire to

decrease our stature and status is being fulfilled.

Virtually all the problems of health care—and some
of the problems of the world in general—are blamed

upon physicians, not upon the legislators who set up

the imperfect systems of Medicare and Medicaid with

their myriad rules and regulations, whose legislative

policies fueled inflation, whose policy is to free people

ber that some of the strongest proponents for the

continued use of animals in research are those individ-

uals in your practice who have been helped by re-

search. Every time an animal rights group shows a

picture or brings an animal forth that they claim has

been abused or mutilated because of research, we
should bring forth patients who are willing to stand up

and show the benefits of research to humans. If you or

one of your patients would be willing to appear at the

next session of the General Assembly, please let MSV
headquarters know. This is an important issue, and the

time to act is now.

C. Barrie Cook, MD

1. McCabe K. Who will live, who will die? Washingto-

nian, August 1986, p 112

Night

from institutions but who then fail to provide the

resources to care for them, who then lament the plight

of these homeless people—in front of television

cameras. But my thoughts get too dark for comfort

because I know that truth is not the answer, that

appearances count for more than substance, that pho-

togenicity and style are uppermost, especially on

television.

Soon it will be spring, and my thoughts will be

lighter. And the world will go on its way, none the

better—nor worse—for these thoughts. And someday

when I exist no more, some historians will read this as

a quaint essay written by a befuddled physician who
had no insight whatsoever as to what the future would

bring to his profession and to mankind.

Henry S. Campell, MD

Biomedical Research Funding

T he rewards of biomedical research and training

have been repeatedly demonstrated over the de-

cades. The more effective management of numerous
diseases is the direct result of financial support to

medical schools and research institutions in this coun-

try by the National Institutes of Health. The austerity

of current NIH funding creates a major problem, for

increased financial support is what is needed for the

United States to maintain its preeminent international

position in biomedical research and training.

My views, which I have presented elsewhere, 1,2
are

primarily from the vantage point I have had as a

member of the NIH Experimental Therapeutics Study

Section. This section evaluates the scientific merit of

cancer research and cancer treatment grant proposals

from institutions in the United States and foreign

countries. At present only about one-third of the

cancer treatment grant proposals that receive study

section approval receive funding. Current restrictions

on research funds are seriously jeopardizing the con-

tinued influx of new investigators into the field.

One of the most demoralizing aspects of current

policy is the uncertainty of continuous funding for

sustained research efforts. When an investigator pre-

pares a realistic and financially responsible budget and

it is approved, additional cuts may be made by NIH on
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top of those cuts made by the study section. These

may be automatic cuts of 10-15% in order to fund more

research grants or cuts to comply with budget restric-

tions. Some grants now in force may be subjected to as

many as three separate budget reductions.

My recommendations to Congress 2 reflect the rec-

ommendations of the Ad Hoc Group for Medical

Research Funding, which is composed of about 160 of

the nation’s principal biomedical research organiza-

tions. (The American Association of Medical Colleges

is a member of this group.) The Group has under-

scored the importance of sustained growth of the

National Institutes of Health by recommending $8,221

billion for NIH and the Alcohol, Drug Abuse, and

Mental Health Administration in fiscal year 1989. The

additional money has two purposes. First, the Group

recommends an average award rate of 41% for re-

search grants for the NIH for FY 1989; this translates

into approximately 76,400 research project grants and

is the second stage in a five-year plan intended to

produce a 50% award rate by FY 1992. (The appropria-

tion for 1988 is $6,667 billion.) Second, it is estimated

that at least $7.6 billion will be needed to maintain

NIH programs at current levels. This means that

funding must increase by over 14% in 1989 to achieve

the same level of effort as in 1988.

Less than 1% of the federal budget of approximately

$1 trillion is devoted to biomedical research and train-

ing. The current policy of restricting financial support

is short-sighted and damaging to both current and

future efforts to improve health care in the United

States. The small increases in financial support for the

NIH as recommended by the Ad Hoc Committee for

Medical Research Funding (0. 1-0.2% of the total feder-

al budget for 1989) would have a major impact on

providing sustained and reliable long-term financial

support for our national biomedical research efforts.

Such support is essential to the health needs of this

country and to the maintenance of our preeminent

international position in this field.

William B. Looney, MD
Division of Radiobiology/Biophysics

Department of Biomedical Engineering

University of Virginia Health Sciences Center

Charlottesville VA 22908

1. Presentation to the Advisory Committee to the Director

of the National Institutes of Health, at its meeting on

“The Health of Biomedical Research Institutions,” De-

cember 7, 1987, New York City

2. Presentation to the Subcommittee on Labor, Health and

Human Services, and Education. April 27, 1988, Wash-

ington DC

Virginia Society of Medical Assistants

As a physician, you know the importance of having a competent and efficient

staff, and their assets can be enhanced by becoming members of The Virginia Society

of Medical Assistants.

We are a tri-level organization with fifteen local chapters across the state that

offers continuing education units through programs on the local level and credentialing

for qualified medical assistants on the national level, and an opportunity for office prac-

tice sharing and networking.

Benefits include professional recognition and affiliation, availability of low cost

insurance plans including major medical, life, disability and malpractice coverage and
receipt of our bimonthly journal, The Professional Medical Asssistant and our newsletter

Byline-AAMA. r „ , ,

,

If you feel your staff and practice could benefit

by our organization, please

iK feel free to call or write for more information:

Laura Durham, CMA, Membership Chairman
Virginia Association of Medical Assistants

179 Canterbury Road
Danville VA 24541

(804) 791-2600 or (804) 791-4752

Founded 1957
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VaMPAC

Major concerns affecting the

medical profession are decided
in the political arena and

VaMPAC needs your membership
to financially support

campaigns of legislative

candidates, and reflects your

commitment to political action.

VaMPAC can influence the

political and legislative

decisions that determine the

practice of medicine in the

Commonwealth. We can ensure
that our legislators receive the

best advice on actions that

affect our patients and our

profession. Medicine's views on
these important issues are

critical to ensuring that good
legislation becomes law—and
that bad legislation doesn’t.

I
VaMPAC is the political action committee of

® The Medical Society of Virginia,

i Enclosed is a check for:

* $100 for a Sustaining Membership, or

I
$250 for a PAC 250 Membership that

I
includes your spouse.

| Name
Address

$ City

State Zip

|
Spouse

7
:

All memberships include annual membership in

L! AMPAC.

L

Delegate Grayson to seek

no-smoking areas in hospitals

The letter in Virginia Medical’s July issue from

Mrs. Jones of Waynesboro illustrates the problems

some of my own constituents have experienced in

utilizing Virginia hospitals. They have told me that

front lobbies, waiting rooms, and many other often-

used areas of the hospitals are frequently so full of

smoke as to sicken both visitors and patients.

While congratulations are in order for those far-

sighted and compassionate hospitals that have adopted

smoke-free policies, I believe that public health is

important enough to be treated as a state legislative

matter. Some localities have enacted ordinances ad-

dressing this issue, but most hae not done so.

Thus I plan to introduce legislation in 1989 requiring

Virginia’s hospitals to designate selected public areas

as no-smoking areas. This would benefit the health of

children and adult patients, visitors, and the hospital

staff itself. Economically, it would also benefit hospi-

tals by reducing the cost of maintenance, increasing

employee morale and productivity, and decreasing

absenteeism. For the patients, it would certainly en-

hance the recovery environment.

Passage of this bill would also place our state near

the head of the class in addressing its citizens’ health

needs. Now more than ever Virginians, in general, and

state legislators, in particular, are cognizant of the

vital importance of clean indoor air to our health and

longevity. I would welcome and appreciate comments
on this proposal from the reasons of The Medical

Society of Virginia’s excellent journal.

George W. Grayson
Delegate, 29th District

Commonwealth of Virginia, House of Delegates

Capitol Square, Richmond VA 23219

1. Jones DH. Cites smokey ER incident to plea for smoke-

free hospitals. Va Med 1988;115:307-8

RN can’t find job

in smoke-free environment

I was forced to leave a local hospital recently before

my physical exam was completed because there was
an excessive amount of secondhand cigarette smoke in

the clinic and waiting room areas. The medical

director refuses to do anything about it. It is appalling

to me to see the medical profession exhibit such a lack

J of concern for those of us who are super-sensitive to
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the over 4,000 toxic ingredients in smoke. One study

estimates that 10,000 to 50,000 non-smokers die each

year as a result of long-term exposure to passive

smoke.

I am a registered nurse and I no longer can find a job

in a non-smoking environment because everyone here

caters to Mr. Tobacco King. Richmond does not have

one law to protect us non-smokers.

Smoking can be delayed; breathing cannot. Smoking

is optional; breathing is not. No one has the right to

harm another person, and smoke hurts everyone

around it. Breathing secondhand smoke has given me
asthma.

Lillian Marchelletta

13912 Janeburn Drive

Chester VA 23831

Faults health authorities

for “casual attitude' ’ to AIDS

Some years ago the Centers for Disease Control and

the Public Health Service made a fateful, unilateral

decision to encourage civil rights status on AIDS
rather than treat it as a deadly epidemic. Claims that

the blood supply was safe and that only 5% would

develop full-blown AIDS inundated public and medi-

cal publications, although virologists knew the mortal-

ity, long incubation period and contagion of other

lento viruses. Internists and family physicians were

not consulted, and indeed, the New York State Medi-

cal Society is suing the State of New York to force the

Public Health Department to declare AIDS a conta-

gious venereal disease. Most health departments and

the federal government have yet to take this critical

and obvious step. As long as the Public Health authori-

ties take such a casual attitude, it is difficult for us in

the trenches to take information from health authori-

ties seriously.

In a letter to Virginia Medical ,

1

Dr. C.M.G.

Buttery, Commissioner of the Virginia Department of

Health, complains that there are not enough primary

physicians to care for HIV-infected patients. This is

only the tip of the iceberg. Respiratory therapists are

in very short supply, as are nurses and medical tech-

nologists. Recruitment is very difficult because of

AIDS, and the shortage can only get worse.

Begin the fight against AIDS by consulting those

who will need to see these patients. Declare AIDS a

contagious disease. Take over some failing hospitals

and designate them as AIDS hospitals/sanatoria, as we
did for TB and leprosy. This will make treatment much
less expensive, more effective, and require far fewer

physicians. Screen the population, as we did for

syphilis, so we know where we stand. Set up some sort

of protocol to deal with those who are HIV-positive

but continue high-risk behavior. If the Commissioner
does not take the epidemic seriously, don't expect

much help from those who are already in short supply

Recovering Alcoholic

Specialists

We have been insuring

recovering alcoholics and drug

dependants for the past four years.

We know all there is to know
about addictions and recovery. We
should. The agency was pioneered

by a recovering alcoholic and has

been recognized by the Neir York

Times and other dailies.

Call or write:

The Renaissance Group
134 Columbia Turnpike P.O. Box 182

Florham Park, N.J. 07932

1 -201 -966-9552

* Inquire about our new Disability *

Income Product

STOP SMOKING CLINICS OF AMERICA, INC.
Specializing in smoking cessation programs for hospitals,

businesses, and other organizations. Our mobile van travels all over Virginia.

Our offices are in Richmond and Virginia Beach. Call us at 1-800-338-1651.

Groups of ten persons or less, private-paying or employer-sponsored • Methods include aversion therapy,

behavior/stress management, education • Five consecutive days of treatment sessions, 24-hour hotline

followup support • 98% success rate • Money-back guarantee • Rates on request

Call our toll-free number for a free supply of patient brochures

.
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because of government reimbursement policies, such

as internists and family practitioners.

Olav Henry Alvig, MD
Lakeside Community Hospital

Cumming GA 30130

1. Buttery CMG. Commissioner: “More primary care doc-

tors needed for Virginia’s AIDS patients” (letter). Va

Med 1988;1 15:306

Urges cognizance of high risk

in anterior cruciate deficiency

I found the series of sports medicine articles in the July

issue of Virginia Medical informative; however, I

do have one concern. In the article on anterior cruciate

ligament tears the statement is made, “Little is lost by

placing the patient in an organized rehabilitation pro-

gram and allowing the injury to dictate further treat-

ment if needed.” It has been my experience that

patients who sustain anterior cruciate tears do not

frequently appreciate the potential significance of this

injury. I disagree strongly that “little is lost.” Unfortu-

nately, many patients are given the impression that

little is to be lost and not only do not follow a

rehabilitation program but go back to athletics only to

suffer further irreconcilable injuries.

Although I do not disagree with a conservative

approach in the anterior cruciate deficient knee, I do

strongly urge that all physicians should make patients

with anterior cruciate deficient knees aware that there

is a very serious liability in continued participation.

They should understand that they are at a greater risk

of further injury to the knee in athletics than they were

before the cruciate injury. Too often, because of the

relatively mild nature of an isolated cruciate injury,

patients will develop the concept that they have had

only a minor injury. It is in this respect that we as

sports medicine physicians have been remiss in

spreading the word. Too often patients feel that little is

to be lost only to lose first one meniscus and then the

other meniscus and then articular cartilage with recur-

rent injuries in the cruciate deficient knee.

Ernest L. Clements, Jr., MD
West End Orthopaedic Clinic

7601 Forest Avenue, Richmond VA 23229

Dr. McCue replies: Dr. Clements’ concern is well taken

in the fact that injuries to the anterior cruciate ligament

certainly are a significant problem, and we did not

mean to suggest that these injuries are to be taken

lightly. In all who suffer such an injury, an intensive

conditioning and strengthening program is necessary,

including, in certain situations, the use of protective

braces. We simply wanted to show that there is still a

wide divergence of opinion in these cases and multiple

methods of handling this injury; hence the need for

individualized selection of treatment.

His experience confirms article

on food-related ulcerative colitis

I read with great interest Dr. John B. Catlett’s report

of Ulcerative colitis in an allergic person. 1

During my years of pediatric and allergy practice

since graduating from the University of Virginia in

1942, I’ve seen hundreds of children and adults with

health problems which were food-related. Included

were scores of patients with digestive symptoms,

especially recurrent abdominal pain and diarrhea.

Moreover, several of these patients were troubled with

ulcerative colitis, which was food-related.

In addition, many of my patients with food-related

digestive problems, like those described by Dr. Cat-

lett, also experienced symptoms involving the respira-

tory and musculoskeletal systems. Although many of

these patients had IgE mediated inhalant allergies, the

food-related symptoms could rarely be confirmed by

positive allergy skin tets or other immunological stud-

ies. Yet, the relation of food sensitivity to their symp-

toms could be easily determined in most of these

patients through a one-week elimination diet. When
the symptoms improved, suspected foods were re-

turned to the diet, one at a time, and reactions were

noted.

Cow’s milk was the no. 1 troublemaker. However,

wheat, corn, citrus, legumes, yeast, chocolate, sugar

and other foods were often involved.

In a recent report from England, Virginia Allen

Jones and J. O. Hunter, in summarizing their studies

of patients with irritable bowel syndrome and Crohn’s

disease, commented, “Objective food intolerances

have been shown by a number of independent workers

to occur in some patients with irritable bowel syn-

drome. The trial of an exclusion diet should be consid-

ered in all patients with unexplained colonic pain or

diarrhea.” 2

William G. Crook, MD
681 Skyline Drive

Jackson TN 38301

1. Catlett JB. Ulcerative colitis in an allergic person: case

report. Va Med 1988;115:434-5

2. Jones VA, Hunter JO. Irritable bowel syndrome and

Crohn’s disease. In Food Allergy and Intolerance (Bros-

toff and Challacome). Philadelphia, W. B. Saunders,

1987, pp 555-569
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THE VIRGINIA INSURANCE RECIPROCAL
A CURRENT PERSPECTIVE

The Virginia Insurance Reciprocal Headquarters in Richmond, Virginia

Five years ago, the Chairman of the Physicians

Insurance Committee made a statement in this pub-

lication concerning the Physician Insurance Pro-

gram of The Virginia Insurance Reciprocal (TVIR).

As Chairman of the Physician Insurance Committee

and as an insured physician in the program, he was
enthusiastic about the Company’s professionalism,

its success, and especially the involvement of phy-

sicians in the operation of the program.

Since that testimonial appeared in 1983, we are

pleased to report that over 3,000 Virginia physicians

have taken advantage of this program. The active

involvement of Reciprocal physicians in issues and

decisions involving claims, underwriting, risk man-

agement, and marketing which he spoke of then

continues to set this program apart from others.

When considering a company for your Professional

Liability insurance needs, we urge you to take a

closer look at the only Virginia-domiciled company
writing this coverage for physicians. TVIR is a

company owned by its Subscribers and the program

is physician-directed. It's the only physician liability

company maintaining claims offices in four locations

throughout Virginia to better serve physicians in all

areas of the state.

We are very pleased to report five years later that

TVIR continues as a stable, responsive company
aware of and supporting physicians’ concerns.

In future issues of this publication, you will see a

series of messages addressing topics of importance

to physicians and TVIR’s innovative approaches to

those topics.

For further information, contact:

The Virginia Insurance Reciprocal
4200 Innslake Drive,

Glen Allen, Virginia 23060.

Toll free: 1-800-552-3025

In the Richmond area, call: 747-8600.
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Smoking in Virginia’s Hospitals

A survey by mail of 1 15 Virginia hospitals generated 97 responses (84%). One of the

responding hospitals, a specialty facility, bans smoking totally, whereas in four hospitals

complete freedom to smoke was reported. The remaining 92 (96%) restrict smoking in

various ways, and there is a clear trend to increasing the severity of these restrictions.

Only 17 of the responding hospitals now permit the sale of cigarettes.

By
Ann Gray and

E. L. Kendig, Jr., MD

C
igarette smoking is gen-

erally recognized as the

largest preventable public

health problem currently

existing in the United States.
1

It is

estimated that one-sixth of the total

mortality in the United States, occur

secondary to the smoking habits of

Americans.

The list of increased risks for ciga-

rette smokers is long: cardiovascular

diseases, including coronary heart

disease, peripheral vascular disease,

aortic aneurysm and stroke; cancer

of the lung, larynx, oral cavity,

esophagus, bladder, kidney and pan-

creas; other lung disorders, such as

chronic bronchitis and emphysema;
and gastrointestinal complications,

such as peptic ulcer and esophageal

reflux. Osteoporotic fractures and

Dr. Kendig is Editor of Virginia
Medical, and Mrs. Gray is Executive

Editor. The journal’s offices are at 4205

Dover Road, Richmond VA 23221.

altered drug metabolism are also

more likely to occur in the smoker.

The increase in smoking by wom-
en has introduced maternal compli-

cations, including a greater frequen-

cy of placenta previa and abruptio

placenta, and infant complications,

such as an infant small for gestation-

al age, as well as a higher perinatal

mortality.

It would appear that smoking in

hospitals should be controlled, if not

eliminated, and a survey of 86 Vir-

ginia hospitals by the American

Lung Association of Virginia in 1985
2

confirmed that “several hospitals

have adopted strong anti-smoking

policies and others are exploring

ways to implement stronger poli-

cies,” according to the summary re-

port of the survey.

A recent telephone survey of hos-

pitals in Richmond revealed that

sales of cigarettes had been discon-

tinued in 11 of the 17 facilities sur-

veyed (65%).
3

The study reported here was un-

dertaken to determine the current

extent of controls on cigarette smok-

ing and sales of cigarettes in hospi-

tals throughout Virginia.

Materials and Methods

The study is based on a survey by

mail of 115 Virginia hospitals, all

members of the Virginia Hospital

Association, with bed sizes ranging

from 25 to 1,000. Most of them are

community hospitals, but the group

also includes Virginia’s state teach-

ing and veterans administration hos-

pitals, psychiatric hospitals, and

hospitals with specialty designa-

tions, such as EENT and rehabilita-

tion.

The survey form asked for an-

swers to these questions.

• Number of beds in your hospi-

tal?

• Is smoking permitted in the hos-

pital? If so, throughout the hospital

or in restricted areas?

• Is smoking permitted in patient

rooms? If so, in double rooms, single

rooms, or both?

• If one patient in a double room is

a smoker and one is not, is smoking
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1) allowed, 2) not allowed, or 3) is

one patient moved to another room?
• Are cigarettes available in the

hospital? If so, at gift shop or vend-

ing machine?
• Any comments?

The hospital’s identity was not

asked for, although many respon-

dents volunteered that information.

The forms were mailed in May
1988. Each survey form was accom-

panied by a letter citing the cooper-

ation and support of Stuart Ogren,

VHA president.

After the responses were re-

ceived, there was telephone follow-

up to clarify or confirm certain en-

tries.

Results

Of the 115 Virginia hospital ad-

ministrators who received survey

forms, 97 (84%) completed the forms

and returned them to Virginia

Medical.

They gave these bed sizes for their

hospitals: less than 151 beds, 44

(45%); 151 to 275 beds, 25 (26%);

and more than 275 beds, 28 (29%).

Judging from the responses to this

survey, bed size is not a determining

factor in a hospital’s smoking poli-

cies.

No Smoking

This survey revealed only one

hospital in Virginia with an absolute

ban on smoking: The 60-bed Charter

Colonial Institute for Child and Ado-

lescent Psychiatry in Newport News
has been smoke-free since early this

year. Dr. Spencer D. Marcus, medi-

cal director, pestered management
for the ban until he got it.

“Sure, it’s stressful for the kids

who are smokers,” he says. “The
nicotine withdrawal period is tough,

but we help them through it. I just

think we have a responsibility not to

allow smoking, it’s better modelling

on our part, and of course it’s better

for the kids physically.”

Dr. Marcus estimates 10-15% of

Charter Colonial’s patients are ad-

dicted smokers when they are admit-

ted; it is made perfectly clear to

them before admission, he empha-
sizes, that they will not be allowed to

smoke in the hospital.

Of the acute-care hospitals re-

sponding to the survey, not one was

smoke-free at the time the survey

was made, although one comes very

close to it. Tidewater Memorial Hos-

pital in Tappahannock (100 beds)

was established as an absolutely

smoke-free hospital 20 years ago by

its Seventh Day Adventist owners,

but somewhere along the line the

smoke-free status was sullied when a

small room off the hospital’s cafete-

ria was designated for visitor smok-

ing. Other than that, no smoking is

allowed anywhere by anyone at

Tidewater Memorial.

A similarly small and precise

exception characterizes the no-

smoking program to be launched this

month in Fredericksburg by Mary

Washington Hospital (340 beds);

the sole scheduled exception to the

smoking ban there is the ground-

floor psychiatric unit of 18 beds,

where patients (only) are to be per-

mitted to smoke. It is to go into

effect on November 17, the date

of the American Cancer Society’s

Great American Smokeout.

Elsewhere in Virginia, other sur-

vey-responders report they are on a

smoke-free track. Warren Memorial

Hospital in Front Royal (111 beds)

“will provide a smoke-free environ-

ment by the summer of 1989,” says

its administrator, and the Winches-

ter Medical Center is “moving to-

ward becoming a non-smoking insti-

tution in 1989,” says the survey

response from that 440-bed facility.

Smoking

Of the 96 respondents in whose

hospitals smoking is permitted, four

(4%) mentioned no restrictions of

any kind, but 92 (96%) stated that

smoking is restricted in one way or

another, usually by place. For in-

stance, 26 (27%) of these 92 Virginia

hospitals forbid smoking in patient

rooms, although in three of these the

ban may be lifted for a nonambula-

tory patient if the physician orders

it.

At the other extreme, in 39 (41%)

smoking is allowed in all patient

rooms, both single and double. What

to do when smoking/no-smoking

friction occurs in a double room? We
move one of the patients, say 25

(64%) of these 39 administrators.

In 22 (24%) of the 92 hospitals in

which smoking is restrictively per-

mitted, the physician makes the de-

cision as to whether or not the inpa-

tient will be allowed to smoke in his/

her room. At two of the surveyed

hospitals, Waynesboro Community
Hospital and King's Daughters in

Staunton, New Year’s Day 1989 is to

usher in a ban on smoking “except

Deaths in the United States Since 1981

From Tobacco, Alcohol, Other Drugs, and AIDS.

TOBACCO-RELATED
2,500.000

ALCOHOL-RELATED
700.000

OTHER LEGAL

/

ILLEGAL DRUGS
210.000

^ 1 40-W0

Figures from US Office on Smoking/Health. National Institute on Drug Abuse and the

National AIDS Hotline. Chart prepared September 1988 by Virginia Group to Alleviate

Smoking in Public (GASP).
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WITNESS

“You can watch your patients through the window
and smoke a couple of cigarettes in a row.”

An oral history by Nancy C. Davy, RN

I started smoking when I was in nursing school. It was
near December finals and everybody was trying to

stay awake to cram. A couple of girls said, No sweat,

smoking will keep you awake, it will stimulate you,

why don’t you learn to smoke. There were five of us

and of the five, three started smoking and kept on. It

made me sick at first, I got very, very dizzy, but at that

point it was a challenge to learn to smoke, and looking

at the older girls smoking in that setting, it looked like

a fun thing to do. Also, it seemed like an acceptable

norm at the time. My grandfather smoked—we lived

with my grandparents—and some of my siblings were

away from home and smoking already.

I liked menthol. I never really liked plain tobacco, I

liked it laced with menthol. I was smoking a pack a day

at school, Every time you had a break between

classes, you went out and had a cigarette. Then you’d

smoke while you were studying in the evening or

sitting around talking, being sociable with friends.

When we studied the lungs and respiratory tract and

the kinds of pollutants that affect the lungs adversely,

including smoking, it didn’t bother me. Nothing was
going to happen to me. I was young, I was invincible,

it only happened to old people. We were taught

emphysema as occurring in the old, for instance. At
that time we thought 60 was very old.

Nancy Davy was head of the coronary care unit of a

Richmond hospital when she granted this interview. She

now combines motherhood with nursing and works in the

catheterization laboratory of another Richmond hospital.

The Executive Editor, Ann Gray, interviewed Mrs. Davy
and then edited the tapes for publication.

Then I went to work, and working in a hospital

probably fostered my smoking, believe it or not,

because I would estimate that about 75% of the

nursing staff in the coronary care unit smoked, so I felt

right at home, smoking. We’d smoke in the conference

rooms, which are our lounge areas. At that time we
had to leave the unit and go across the hall to have a

cigarette. Now the unit and conference room are right

together. You can sit in there, watch your patients

through the glass window, smoke a couple of ciga-

rettes in a row.

About six months after I started work, I met my
husband. He is very anti-smoking, and when we began

going together a lot, I stopped smoking in front of him.

But then I’d smoke more at work. When my hands

were busy I tended to smoke less. The coronary care

unit can be very very busy, and I could go almost the

entire eight hours without a cigarette and never miss it,

but when it was quiet, I’d sit in the conference room
talking and smoking.

Within ten months I was married. As a wedding gift,

I told my husband I would try to quit smoking,

because he wanted me to. I didn’t want to give up

smoking, it wasn’t for me I was doing it, it was all for

him, and I didn’t succeed. I lasted four months without

a cigarette, but I always wanted one, it was a constant

battle not to pick up a cigarette, and one of those days

when it was very very hectic at work and the tension

level was very high and I felt like I was just going to

explode inside, I bummed a cigarette and smoked it

and I felt such relief, it was just great. So I started

smoking again.

I smoked at work only and hid it from my husband. I
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didn’t want him to be disappointed in me. He never

said he knew I was smoking again. I think he wanted to

believe that I wasn't. Finally, about eight months after

1 restarted, my guilt got the better of me, and I told him

I was smoking again, but that I would not smoke at

home, I would only do it at work. I was opening a pack

of cigarettes every morning, so I still smoked a pack a

day, I just consolidated it into the time I worked.

That went on for several years. I began waking up

with a smokers’ hack, and that scared me. I’d cough

and cough when I got up. At first I wanted still to deny

anything could happen to me and I would say, oh, I

must be getting a cold. But finally it dawned on me that

I was developing a smoker's cough. And it was at that

point that my nursing training said to me, You can only

go downhill from this point forward if you continue to

smoke. It took me about a week to decide that the best

thing for me, if I wanted to stay healthy, was to quit.

So one day at noon after lunch I smoked the last

cigarette in a pack and said, Okay, that’s it. By 2

o'clock I was dying for a smoke, so I bummed a

cigarette from one of my clinical specialists and I

smoked it. I never smoked again after that.

I think when I asked that girl for that cigarette, it

dawned on me that I was dependent on something that

couldn't even talk back to me, and I'm a very indepen-

dent woman, I have always felt very independent, and

it devastated me to think I could be a dependent type

of personality. I think that triggered a decision that I

would not let cigarettes rule me. Of course my profes-

sion played an important role in that I understood that

with a smoker's cough, continuing to smoke could

only lead to lung disease. I'm sure I was hooked, but I

think my internal personality is such that I needed to

get off, and I needed to do it alone, and it had to be a

commitment that I made for myself.

I didn't gain any weight. While I was smoking I had

gone to a weight loss organization to reduce and had

lost some 20 pounds. That was one thing I couldn't

allow myself to do, to gain weight, so I worked hard to

maintain my weight, not eating as a substitute for

smoking, and I accomplished that.

When I was smoking and would counsel patients on

the need for them to quit smoking, they'd pick up that

I was a smoker, they can smell it on your breath, on

your clothes, and they'd say. How can you tell me to

quit when you smoke? And I'd say. But I don't need to

quit, I didn't have a heart attack. But that’s not very

credible, because if it’s so bad, you wouldn't be

smoking. Now I always bring up that I'm an ex-

smoker, I know what it’s like to quit. I've been there

and fought it, and they can do it, too. So some say. Oh,

you smoked eight years, that’s nothing. I've been

smoking 40 years, and I say. Okay, you may have a

harder time than I did, but it's still possible. And I

bring in success stories of people who have quit.

But not many of them give up smoking. It would

only be a guess, but I would say between 10-20% of

our patients give it up, it’s a very low percentage. The

addiction is so great, it's so internal, it takes a lot to

give up smoking.

I've never given up the liking to smoke. I like and

always will like the idea of being able to smoke. If it

weren't harmful to me I would be smoking today.

Jeff Glancz
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HELP FOR HOSPITALS

A 36-page manual titled Clean Air Health Care, a Guide to Establish-

ing a Smoke-Free Health Care Facility, can be ordered from the

Minnesota Coalition for a Smoke-Free Society 2000, Suite 314, 2221

University Avenue SE, Minneapolis MN 55414. Send $9.75 for one;

two or more are $8.75 each.

If this issue reaches you in time, race over to Baltimore on
November 18 to hear Dr. H. Richard Waranch of Johns Hopkins speak

on “Planning and Implementing a Smoke-Free Policy in a Health Care

Facility.” The Hopkins hospital went smoke-free last July, and Dr.

Waranch will tell you all about it. For more info: CME Office, (301)

955-2959.

for patients on doctors’ orders.”

Most of the hospitals that restrict

smoking set up designated smoking

areas near the cafeteria, the survey

responses indicated. Sometimes

these areas are reserved for visitors

only, but usually employees and oth-

ers smoke there, too. The survey

response of a 350-bed hospital in

Northern Virginia notes that em-

ployees, physicians, and visitors

must all go to the smoking section of

the cafeteria to smoke—“no other

place in the hospital.”

In those hospitals permissive

about smoking, are there any areas

designated for non-smokers? We
didn’t ask that question, and no such

areas were mentioned by the re-

sponding administrators.

Tobacco Sales

The selling of cigarettes and other

tobacco products, once a standard

source of hospital revenue, has

markedly diminished in Virginia hos-

pitals, this survey indicates. Of the

97 responding administrators, 80

(82%) reported that cigarettes are

not now for sale in their facilities.

Cigarettes are still being sold in 17

hospitals (18%); nine offer them in

gift shops and eight in vending ma-

chines. Of the three institutions in

which smoking is freely permitted,

only one also permits the sale of

tobacco products.

Discussion

Plainly, Virginia hospitals are

placing increasing restrictions on the

use of tobacco within their jurisdic-

tions. On 24 (25%) of the 97 returned

forms appear such comments as

“Implementing a policy change to

make the facility a smoke-free envi-

ronment”, “Medical staff is request-

ing more restrictive policy with goal

of smoke-free hospital,” “Moving
toward greater restriction”,

“Changing policy to discourage all

smoking,” “Currently in process of

eliminating employee smoking.”

But it’s a thorny undertaking.

“We are trying to restrict smoking

even further,” comments the admin-

istrator of a 175-bed hospital, “but

people do not want to bite the bullet

and fear that we will lose patients

and staff.” From a 58-bed hospital:

“The Tobacco Usage Committee fa-

vors even further restriction but has

not been able to obtain approval.”

And an administrator in Southwest

Virginia comments: “This is a small

town. If patients are not allowed to

smoke they will choose a hospital in

a town nearby.”

Most psychiatric facilities demon-

strate a particular reluctance to bear

down on smokers. “As a psychiatric

hospital,” commented the adminis-

trator of a 145-bed facility in his

response to the survey, “it would be

very difficult for us to eliminate

smoking totally.” The administrator

of a 198-bed psychiatric hospital

writes, “We have been struggling

with this issue . . . Visitors and a

chemically dependent population are

our biggest difficulty.”

Virginia hospitals have to consider

not only emotional but economic as-

pects that make the smoking issue

doubly hot to handle. On one hand,

this observation from a hospital in

Northern Virginia: “Very difficult to

enforce. Smokers become belliger-

ent. Non-smokers would like a po-

lice state.” On the other hand, as

noted by the administrator of a hos-

pital in South Hill: “Our area is

heavily dependent on tobacco agri-

culturally. Smoking is a natural phe-

nomenon here . . . We cope as best

we can.”

Four of the survey responses

called for help. “Please assist in

developing a program which will cre-

ate a smoke-free environment in

hospitals,” pleads one responder,

while another asks for “any informa-

tion about converting to a no-smok-
ing facility.” Two administrators

think legislative intervention would
help them. “This is one time I would
like to see a regulation passed for-

bidding all smoking in a hospital,”

comments one. The other asks for

“a law to ban smoking in hospitals

totally.”

SUMMARY

Slowly but surely, Virginia’s hos-

pitals are moving toward smoke-free

status, despite the emotionalism and

economic ramifications particular to

a “tobacco state.” In 1981, when
Virginia Medical first began re-

porting on smoking in Virginia,4 cig-

arettes were sold in virtually every

hospital in the state. Seven years

later, this survey revealed, only 17

of the 97 responding hospitals per-

mitted cigarette sales on their pre-

mises. That change is an indicator.
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Answers to Clinical Questions

By Grayson B. Miller, MD, and A. Martin Cader, MD

How often should a physician test high risk patients?

All high risk patients should be tested and the

sooner the better. Most patients will have seroconvert-

ed within 6-12 weeks after exposure. If the patient

tests negative, the possibility that seroconversion has

not yet occurred must be considered. Such patients

must be retested in another 12 weeks. If still negative,

a third test should be done after three months. Clearly,

seronegative patients must be counseled to avoid

behaviors which are at high risk for HIV infection.

Patients who test positive must be counseled about

how to prevent infecting others.

What tests are done to confirm the diagnosis of HIV
infection?

Only individuals whose blood tests positive for HIV
antibodies as demonstrated by at least two enzyme-

linked immunosorbent assay (ELISA) tests (done in

duplicate at the same time or singly at different times),

and a supplemental test of high specificity such as the

Western blot (WB) are considered to have HIV infec-

tion.

On occasion the WB test may be reported as inde-

terminate, rather than as negative or positive. This

simply means that HIV antibody was not reactive with

the minimum number of virus-specific protein bands

necessary to consider the test positive. Such patients

should not be considered as having HIV infection.

Instead, the WB test should be repeated within six

months. Recent infection with HIV is a common cause

of an indeterminate WB pattern. In these persons, the

repeat test within six months often yields a positive

blot pattern. Conversely, followup testing of uninfect-

ed persons whose serum has an indeterminate blot

pattern on initial testing usually will show no change in

the banding pattern.

Where can a physician send an AIDS or HIV-infected

patient for counseling?

Ideally, the counseling should be provided by the

Dr. Grayson is Director, Division of Epidemiology, and

Dr. Cader is Director, Communicable Disease Control, at

the State Department of Health, 109 Governor Street, Rich-

mond VA 23219.

patient’s physician. Physicians who do not feel com-

fortable in counseling AIDS/HIV-infected patients

may refer the patient to any of several facilities in

Virginia that provide this service. To inquire about a

convenient facility, call the local health department or

the State Department of Health’s toll free AIDS hot-

line, 1-800-533-4148.

Is it necessary for a physician to report patients testing

HIV positive?

The Board of Health has determined that physicians

may report to the Department of Health those persons

identified as infected with HIV when the physician

needs the department’s support in patient and contact

counseling and epidemiologic tracking.

What is the appropriate course of action for a physician

when a member of his/her staff has come into direct

contact with bodily fluids of an AIDS patient?

The person should be counseled regarding the risk

of infection and evaluated clinically and serologically

for evidence of HIV infection as soon as possible after

the exposure. The person should be advised to seek

medical evaluation for any febrile illness that occurs

within 12 weeks after the exposure. Such an illness,

particularly one characterized by fever, rash and

lymphadenopathy, may be indicative of recent HIV
infection.

The serological evaluations of these persons is the

same as outlined above for the evaluation of high risk

patients.

What vaccines are contraindicated for AIDS and HIB-

infected patients?

Live virus vaccines, such as oral polio vaccine

(OPV) and measles, mumps and rubella vaccines

(MMR), are contraindicated for AIDS patients. Inacti-

vated vaccines such as influenza and pneumococcal

vaccines may be administered to AIDS patients.

Asymptomatic HIV-infected patients may be admin-

istered any vaccine, unless it is contraindicated. How-
ever, the Immunization Practices Advisory Committee

of the US Public Health Service says that MMR
should be considered for all HIV-infected children,

regardless of symptoms.
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The Physician’s Legal Duties

By Sandra Kramer

As aptly stated by Dr. Donald M. Poretz, chairman of

the AIDS Committee of The Medical Society of Vir-

ginia, “AIDS is rewriting the book on the history of

mankind and both the medical and legal professions

are going to have to rewrite chapters of that book .’’ 1

The legal profession is just beginning that rewriting

process, and there are currently more questions than

clear answers for AIDS-related legal issues in clinical

practice. With or without clear answers, however,

Virginia physicians will have to deal with AIDS- and

HIV-infected patients and their families. This article is

intended to provide some practical legal guidance for

physicians until more certain answers become avail-

able. It is not intended, and should not be used, as a

substitute for consultation with legal counsel.

Duty to Diagnose

As a matter of case law in Virginia, in making a

diagnosis, physicians are required to “avail [them-

selves] of the scientific means and facilities open to

[them] for the collection of the best factual data upon

which to arrive at [their] diagnosis . .
.” 2

Accordingly,

physicians should become familiar with the standard

diagnostic procedures used to diagnose AIDS or HIV
seropositivity. This is particularly important for physi-

cians in those areas of practice likely to be in a position

to make the initial diagnosis of such conditions, such

as internal medicine, family practice and obstetrics.

Given the nature of the disease, the physician

should do everything possible to ensure that a diagno-

sis of AIDS or HIV infection is correct. There is at

least one case on the books, although not a Virginia

case, where a court held that a married couple had a

legal claim against a physician on the ground that he

had negligently diagnosed the wife as having syphilis .

3

Duty to Obtain Consent for Test

Specific informed consent is not customarily ob-

tained for blood tests. Given the nature of the decision

involved, however, and the potential adverse conse-

Sandra Kramer is an associate in the law firm of Mezzullo,

McCandlish and Framme. 700 East Main Street, Richmond
VA 23219.

AIDS emblem reproduced courtesy of General Idea.

quences to the patient, a physician would be well

advised to obtain a prior written consent specifically

relating to the performance of the HIV test .

4 As part of

obtaining an informed consent the physician should

explain that, as an inherent risk of using current AIDS
tests, a certain number of false-positive test results are

possible.

Duty to Provide Care

As one might expect in dealing with a fatal disease

for which there is no known cure, the issue of whether

physicians have a duty to provide care to persons with

AIDS or HIV infection is highly charged and contro-

versial. On one side is the traditional right of the

physician to decide whom he will serve .

5 On the other

side is the importance of protecting the civil liberties of

persons with AIDS or HIV-infection. Probably the

best source of guidance available today is the Ameri-

can Medical Association's Council on Ethical and

Judicial Affairs, whose position is as follows:

A physician may not ethically refuse to treat a patient

whose condition is within the physician’s current realm of
competence solely because the patient is seropositive. Per-

sons who are seropositive should not be subjected to dis-

crimination based on fear or prejudice . . . Physicians who
are unable to provide the services required by AIDS patients

should make referrals to those physicians or facilities

equipped to privide such senicesf

In terms of a legal requirement for physicians to

treat AIDS- and HIV-infected persons, the issue has

not yet been decided, but it is conceivable that the

Federal Rehabilitation Act’s prohibition against dis-

crimination on the basis of a person's “handicap"

could be applied to physicians who refuse to treat such

persons .

7 There is apparent consensus in the legal com-

munity that AIDS would be considered a handicap

under this act, and there is near-

consensus that HIV seropositivity would be consid-

ered a handicap as well.

Duty to Keep Confidential, to Report, to Warn
Although neither the subject of a particular statute

8

nor well developed in Virginia case law, it is generally

understood that there is an obligation on the part of

physicians to keep confidential the medical records

November 1988, Virginia Medical 533



How to Report

AIDS and

HIV Infection

in Virginia

Who should report? Every Virginia phy-

sician is required by law to report any case

or suspected case ofAIDS under his or her

care. HIV infection is reportable by law in

Virginia when the physician needs the local

health department’s support inpatientcoun-

seling and epidemiologic tracking. Reports

are kept confidential, as the law specifies.

What should be reported? The presence

of a reliably diagnosed disease at least

moderately indicative of an underlying

cellular immune deficiency, with no other

known underlying cause of cellular im-

mune deficiency nor any other cause of

reduced resistance associated with that

disease, should be reported as AIDS.

Only patients who have positive blood

tests for HIV antibodies as demonstrated

by at least two enzyme-linked immuno-
sorbent assays (done in duplicate at the

same time or singly at different times) and

another testing procedure, such as the

Western blot, should be reported as having

HIV infection.

When should I report? As soon as pos-

sible after you first provide care for the

patient.

Where should I report? To the local

health department serving the jurisdiction

in which your practice is located.

Prepared for VIRGINIA MEDICAL by the

Virginia Department of Health

and confidences of their patients. There are a variety

of legal theories upon which a patient could attempt to

sue a physician who disclosed the nature of an AIDS-
or HIV-infected person’s illness to others. These
include invasion of the right to privacy,

9 breach of an

implied contract to maintain confidentiality, or even
defamation. Because of the readily foreseeable nega-

tive consequences to the patient, i.e., discrimination in

employment, housing, etc., it is likely that a court

would find a duty on the part of the physician (and his

staff) to keep such information confidential in the

absence of “overriding social consideration.”
10

When, then, should a physician disclose the medical

status of a patient with AIDS or HIV infection? First,

under curent Virginia law, physicians are required to

report any patient diagnosed as having AIDS or whom
they “reasonably suspect” of having AIDS to their

local health department within seven days.
11 They

may report “to the local health department to identity

of any patient . . . who has tested positive for expo-

sure to human immunodeficiency virus as demonstrat-

ed by such test or tests as are approved by the Board
for this purpose.” 12

In either case, the physicians are

immune from civil liability or criminal penalty for such

reporting, unless it was done with malicious intent.
13

The Virginia Department of Health is required by
statute to keep both the name of the patient and the

name of the physician confidential.
14

There are differences of opinion as to the physi-

cian’s legal obligation to warn third parties potentially

endangered by a patient who has AIDS or who carries

HIV. Some feel that liability for failure to warn a third

party is remote where the physician has informed a

competent adult patient of the need to inform his/her

partner.
15 However, at least one commentator has taken

the position that “the deadly nature of the disease

mandates that doctors elevate their standard of care

regarding warning others of the risks.”
16 There is a

body of case law dealing with the physician’s duty to

warn others of exposure of communicable or infec-

tious diseases.
17 These cases usually deal with the

physician’s failure to warn care-givers of the commu-
nicable nature of a disease and methods to prevent the

spread of that disease to the care-giver or members of

the immediate family. However, in some cases the

rules applied appear broad enough to apply in the

AIDS/HIV context. For example, one Arkansas case

sets forth the following rule:

On account of his scientific knowledge and his peculiar

relation, an attending physician is, in a certain sense, in

custody of a patient afflicted with infectious or contagious

disease. And he owes a duty to those who are ignorant of

such disease, and who by reason offamily ties, or otherwise,

are liable to be brought in contact with the patient, to

instruct and advise them as to the character ofthe disease .

18

In the absence of a clear legal directive, the guide-

lines set forth by the Centers for Disease Control and

the AMA may prove persuasive to a court. The CDC
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has advised that if persons who are HIV infected “are

unwilling to notify their partners or if it cannot be

assured that their partners will seek counseling, physi-

cians or health department personnel should use confi-

dential procedures to assure that the partners are

notified.”
19 The position taken by the AMA Council on

Ethical and Judicial Affairs is as follows:

Where there is no statute that mandates or prohibits the

reporting ofseropositive individuals to public health authori-

ties and a physician knows that a seropositive individual is

endangering a third party, the physician should: 1) attempt
1 to persuade the infected patient to cease endangering the

third party; 2) ifpersuasion fails, notify authorities; and 3) if

the authorities take no action, notify the endangered third

1 party.
20
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Pending AIDS Legislation

in Virginia

Nine AIDS-related measures were carried over

by the 1988 General Assembly, and a joint sub-

committee to study Virginia's AIDS problem

was established by the legislators. Under the

chairmanship of Del. J. Samuel Glasscock (D-

Suflfolk), the 15-member subcommittee has held

public hearings in Norfolk and Alexandria; on

the 15th of this month, it is to begin considering

these pending bills, and may well develop some
new legislation, with a view to making recom-

mendations to the 1989 General Assembly. Here

are the nine carryover bills.

HB469. Creates a criminal penalty for knowingly

exposing another person to HIV infection. Spon-

sor: David Brickley (D-Woodbridge

)

HB470. Requires testing for exposure to HIV of

convicted prostitutes and intravenous drug users

convicted of drug violations. Brickley

HB675. Requires HIV testing prior to July 1,

1989, of all Virginia residents of 5 years old and

older. Robert Cunningham, Sr. (R-Springfield)

HB696. Requires HIV testing for exposure to

HIV prior to obtaining a marriage license. Jack

Kennedy (D-Norton)

HB697. Requires HIV testing of all hospital

patients prior to surgery. Kennedy

HB969. Requires testing of prisoners in local

correctional facilities for exposure to HIV on

admission and periodically thereafter, and regu-

lation of prisoners who test positive. S. Vance

Wilkins, Jr. (R-Amherst)

HB970. Requires HIV testing of persons charged

with sexual assault, drug abuse, or prostitution.

Wilkins

HB971. Requires testing for exposure to HIV
infection of persons convicted of sexual assault,

certain crimes against morals and decency, and

drug-related crimes. Wilkins

HB1048. Requires all licensed or certified health

professionals to disclose to patients positive HIV
test results and requires all patients to disclose

positive test results to such health professionals.

Wilkins
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Neural Transplantation

in the

Cerebral Ventricular System

David E. Scott, PhD, Wutian Wu, MD, and Arthur Gilman, MD,
Norfolk, Virginia

The recent report from Sweden of neural transplantation to benefit patients

with Parkinson’s disease spurred researchers to application of the technique to

other neuropathies. In Virginia, three investigators have focused on the corre-

lates of interaction between normal fetal neural elements and cellular compo-
nents of the brains of rats with diabetes insipidus. Some of the hosts exhibited
recovery of function after grafting, characterized by decreased water consump-
tion and increased urine specific gravity. The authors discuss the morphology
underlying that recovery.

I
n 1984 Backlund 1 and his colleagues at the Uni-

versity of Bergen and the Karolinska Institute

neurosurgically introduced homografts of pure

adrenal medullary suspensions into the corpora striata

(to include the rostral caudate nucleus) of patients

suffering with severe Parkinson’s disease. Although

the results of this pioneering technique were essential-

ly equivocal and the amelioration of the disease tran-

sient, this approach represented an historical event in

the application and implication of neural transplanta-

tion for a broad range of human neuropathies. Their

clinical programs centered around the grafting of ho-

mologous adrenal medullary cell suspensions which

are neural crest in origin.

The history of transplantation of fetal or perinatal

neurological tissue can be traced back through an

From the Departments of Anatomy and Cell Biology (Drs.

Scott, Wu and Gilman) and Neurosurgery (Dr. Gilman),

Eastern Virginia Medical School, PO Box 1980, Norfolk VA
23501. Address correspondence to Dr. Scott.

Submitted 1-19-88.

abundant literature to the turn of the century. Dr.

Elizabeth Hopkins Dunne2
at the University of Chica-

go was one of the investigators to first describe the

transplantation of cerebral cortical tissue from perina-

tal rats into the brains of litter mates. Her elegant

pioneering work, which focused upon neovasculariza-

tion and cortical organization, was a landmark. Her

research was initiated in 1903 and was later published

in 1917. During the last three-quarters of a century,

many hundreds of published reports have emerged

which have described various aspects of this intriguing

technology in a wide range of vertebrate species under

a number of different physiological and pharmacologi-

cal paradigms. For a review see Gladek and Gash. 3
It

should be noted that the majority of these publications

have emerged since 1970.

Using the Brattleboro strain of Long-Evans rat that

expresses autosomal homozygous diabetes insipidus

(DI)
4
as well as hypophysectomized animals, we have

studied the morphological correlates and physiological

alterations that occur when hypothalamic tissue from

normal 15-day post-coitus (PC) fetal rats is grafted
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stereotaxically into the third cerebral ventricle of DI

host rats. The focus of our investigations has been

towards the understanding of early neurovascular and

neuroanatomical interactions which occur between the

transplant and the host, together with the intrinsic

biochemical neuroanatomy of various peptide hor-

mones that are sequestered and synthesized by specif-

ic neuronal pools within the developing fetal trans-

plant.

Using correlative scanning-transmission-immuno-

electron microscopy as well as microangiography, we
have been able to assess the ultramicroscopic anatomy
of fetal transplants between one and 90 days following

their stereotaxic placement into the third cerebral

ventricle of DI recipient hosts. We have found that

fetal neural grafts are opportunistic and early on,

within 24 to 48 hours, derive their blood supply from

surrounding regions of the hypothalamus to include

preoptic, peri-1 and para-ventricular stratum and the

underlying median eminence of the host hypothala-

mus. The median eminence of the hypothalamus,

which forms the floor of the third cerebral ventricle, is

Fig. 1A (top). Photomicro-

gram of coronal section of en-

docrine hypothalamus. V 0
third cerebral ventricle; ME
0 underlying median emi-

nence; arrows 0 local hy-

pophyseal portal vessles. x40.

Fig. IB (lower left). Photomi-

crogram of neural graft (G)

20 days post surgery. Vessels

(arrow) from ME invading

substance of graft. xlO. Fig.

1C (lower right). In mid-

range photomicrograph of

same graft (arrows), vessels

apparently hypophyseal in ori-

gin penetrate ventral regions

and enter lateral aspect from

paraventricular striatum (PS),

x 100.

a well-established neuroendocrine transducer and one

of the family of so-called circumventricular organs

which serve to integrate blood, brain, and cerebrospi-

nal fluid/ The median eminence is regarded as the

final common neuroendocrine pathway which orches-

trates adenohypophyseal function. We have found that

the early neuroanatomical patterns of vascular devel-

opment (Figs. 1A, IB, 1C) set the stage for long-term

survival of neural grafts. Blood vessels that arise from

the hypophyseal portal plexus of the underlying medi-

an eminence penetrate these grafts and in their distal-

ward growth become altered and change their basic

barrier properties. Ordinarily, hypophyseal portal cap-

illaries derived from the underlying median eminence

are fenestrated and quite “leaky” to the movement of

neuropeptide hormones synthesized by surrounding

hypothalamic neuronal pools such as the supraoptic,

paraventricular and infundibular nuclear regions. Hy-

pothalamic releasing factors as well as other oligopep-

tide hormones easily traverse these fenestrated capil-

laries in the median eminence that constitute the sole

and exclusive blood supply of the anterior pituitary.
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Fig. 2. Transmission electron microgram of neuropil of graft

in host rat 20 days after sterotaxic placement of fetal hypotha-

lamic tissue. Note dilated neurite filed with mitochondria (M)

and large dense neurosecretory vesicles (DV), some of which

appear to be undergoing autophagic change. DV also seen in

smaller neurites (stars), x 21000.

Fig. 3A (top below). Photomicrograph of 50-micron vibra-

tome section of mediobasal hypothalamus of DI rat implanted

with fragments of 15-day fetal hypothalamus reacted with

antisera against tyrosine hydroxylase. Large neural graft (G)

harboring TH-positive neurons (arrows) distends walls of

cerebral ventricle (O). x40. Fig. 3B (bottom). Photomicro-

graph of vibratome section reacted with antisera against

arginine vasopressin (AVP). Note cluster of AVP neurons

(arrows) in graft. B = blood vessel. x400.

Fig. 4. Transmission electron microgram of neuropil of graft

20 days after sterotaxic placement into ventricle of DI host rat.

Axosomatic synapse (star) terminates on plasmalemma of

magnocellular neuron (N). D = dendrite; ER = endoplastic

reticulum, x 21000.
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Fig. 5. Scanning electron microgram of dorsal thalamic wall

showing cuboidal ciliated ependyma (E). C = cilia; MV =

microvilli; V = ventricular lumen. x6000.

These same barrier properties exist for vessels that

arise from the median eminence that enter the sub-

stance of these viable fetal neurografts. However,

fenestrated capillaries are restricted to the base of

these grafts (Fig. 2) and are not found within more

dorsal areas because capillaries lose their fenestra

during their distalward growth into graft parenchyma.

It appears, however, that even though anatomically

restricted to the ventral regions of the grafts, these

neurovascular zones are sufficient for the transduction

of peptide hormones, specifically vasopressin, into the

systemic blood supply of the host and hence, over time

we observe significant changes in the physiological

parameters of urine specific gravity and urine volume

(output) following neural transplantation.

We have employed antisera against tyrosine hydrox-

ylase (TH) for the demonstration of dopaminergic

neurons as well as arginine vasopressin (AVP) for the

immunocytochemical demonstration of vasopressiner-

gic neurons which, ordinarily in the DI host rat, are

non-functional due to a genetic defect. It has been

shown by German workers6
that the prohormone (the

so-called carrier hormone neurophysin in the mutant

strain) is incapable of protecting AVP against enzy-

matic degradation. Hence, as quickly as AVP is syn-

thesized in the cell body it is enzymatically degraded

extragranularly. Normal fetal transplants of the anteri-

or hypothalamus possess supraoptic neurons that are

functional and replace that function lost due to con-

genital disease in the DI rat. By employing antisera

against TH and AVP, we have been able to document

the presence of large numbers of catecholaminergic

neurons (Fig. 3A) but relatively sparse numbers of

surviving AVP positive neurons (Fig. 3B) in viable

grafts. Alternate sections used for transmission elec-

tron microscopy have demonstrated that surviving

magnocellular AVP positive neurons, although few in

number, harbor a significant number of organelles and

j

inclusions that characterize active protein synthesis

and heightened metabolic activity (Fig. 4). Other

neuroanatomical events occur within the third cerebral

ventricle following neural grafting. As observed with

scanning electron microscopy, the graft itself may
become implanted upon the cerebral ventricular wall,

which exhibits significant regional structural diversity.

The dorsal thalamic wall (Fig. 5) is comprised of

cuboidal ependymal cells with a rich nap of cilia; these

give way to non-ciliated specialized ependymal cells

called tanycytes. The latter constitute the floor and

lower lateral walls of the third cerebral ventricle (Fig.

6). In conjunction with graft placement, large numbers

Fig. 6. Scanning electron microgram of transitional zone

between thalamus and hypothalamus. Note reduction in ciliat-

ed (C) ependymal cells (E), which give way to tanycytes

exhibiting microvilli (MV). x3500.



Fig. 7. Scanning electron mi-

crogram of floor of infundibu-

lar recess showing three CSF-

contacting supraependymal

neurons (N) which have

emerged from underlying

neuropil and exhibit neuritic

processes (arrows) that serve

as connecters. X4500. Inset:

High magnification of peri-

karyon of CSF-contacting

neuron on surface of third ce-

rebral ventricle 20 days after

fetal graft. Axosomatic synap-

ses (*) terminate on neuron’s

cell body (star). X8500.

of CSF-contacting neurons are observed to emerge
from the underlying hypothalamic parenchyma (Fig.

7). This high degree of neuronal plasticity is regarded

as a direct neuroanatomical response to the changing

biochemical milieu of the host CSF and, more specifi-

cally, the availability of arginine vasopressin to the

host. Ordinarily, large populations of CSF-contacting

neurons are not observed on the floor of the third

cerebral ventricle of normal rats. This apparent com-
pensatory plasticity of host neurons has been observed

to occur following other physiological manipulations

of experimental animals.
7-10

This investigation continues to focus on some basic

underlying mechanisms of recovery of neuroendocrine

function, neurovascular reorganization and neuronal

plasticity in a well-known disease model. A rich litera-

ture has recently emerged describing transplantation

of various homologous and heterologous endocrine

tissue within the mammalian central nervous system.

A quarter of a century ago medial students were taught

that the organization of the brain and the many billions

of neurons that constitute the integrative circuitry of

this system were inmmutable and in rigid neuroanato-

mical configuration. Today we know that in direct
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contrast to this, the brain is a highly plastic, dynamic

organ system that is morphologically responsive to a

variety of stimuli during the normal aging process

including neural transplantation. Furthermore, in this

context the mammalian central nervous system was

for many years conceptualized as an immunologically

privileged site due to the presence of a blood brain

barrier. However, recent observations suggest that

despite carefully conceived experimental manipula-

tions, rigid controls and aseptic conditions, cross-

strain or cross-species neural transplantation can trig-

ger frank cell-mediated immune responses. These

responses are characterized by an acute inflammatory

reaction involving the invasion of neural grafts by

histiocytes coupled with lymphocytic-fibroblastic infil-

tration. Immune privilege in the brain of mammals
probably does exist and hence should be acknowl-

edged. but it must be measured in degrees rather than

in absolute terms. It has been our experience over

prolonged periods of time following neural grafting

with cross-strain or cross-species grafts that antigens

can leak into the systemic circulation of the host. Once
the immune system of the host “sees" these antigenic

proteins, the brain predictably responds with vigor and

rejection of the neural graft will ensue.

Neovascularization of neural grafts is a critical issue

and obviously sets the stage for long-term graft surviv-

al. There is ample evidence that vascularization of

fetal grafts in the DI host rat is not a random and

functionally disorganized event but rather a precise

pattern of controlled growth and organization based on

the establishment of a bonafide biomolecular matrix,

upon which vascular primordia grow and proliferate.

Such patterning of ground substances, whether they

are mucopolysaccharides, proteoglycans or simple

oliogopeptides such as laminin, fibronectin or the

newly characterized and synthesized peptide, angio-

genin," are thought to function as a template for the

expression of primordial endothelial growth during

neovascularization of fetal hypothalamic neural grafts.

There is also accumulating evidence that glial cells,

especially astrocytes, may be involved in this induc-

tive process and may be the actual source of this

matrix. However, their precise participation is not yet

understood.

The model of neural transplantation employing the

DI rat brain as a host substrate for growth and

development offers the opportunity to assess the in-

trinsic vascular and neuronal interactions that can

occur over time in a selectively isolated population of

grafted nerve cells.

Low survival rates for magnocellular supraoptic

neurons probably depends in large part upon a number
of contributing factors. First, these cells are signifi-

cantly larger than other neurons of the hypothalamus;

basically, their large size and metabolic requirements

may mitigate against successful survival of large num-
bers of them in a dynamic biochemical environment

within the graft, coupled with the presence of other

neuronal and glial populations that actively compete

for the developing local blood supply. Survival of

these large specialized neurons may also be influenced

by the time it takes for neural grafts that harbor them

to become vascularized. During early development,

graft survival is dependent in large part upon circulat-

ing levels of cerebrospinal fluid to provide adequate

oxygen and nutrients. Another factor influencing sur-

vivability of vasopressinergic neurons in these neural

grafts may be dopaminergic input, which is vital to

these cells during normal patterns of growth and

development. Our investigations with immunocyto-

chemistry have shown that catecholaminergic afferent

fields which are TH positive (presumably dopaminer-

gic) terminate upon AVP-positive surviving neurons at

different ages. This has been confirmed with transmis-

sion electron microscopy, which has shown numerous

axosomatic and axodendritic synapses that terminate

upon these large hybrid neurosecretory neurons (Fig.

8 ).

It is also evident that synaptogenesis occurs only

after 14 days of growth following transplantation.

Despite this fact, we begin to see significant improve-

ment in urine specific gravity and a decrease in urine

production within 24 to 48 hours following transplanta-

Fig. 8. Transmission electron microgram of neurovascular

zone in ventral portion of transplant 20 days after intraven-

tricular placement. Note numerous axon terminals filled with

dense core vesicles (DVT Cap = capillary; C = collagen; MV
= microvesicles; PS = perivascular space, x 21000.

November 1988, Virginia Medical 541



tion (Tables 1 and 2). Hence it appears that the

functional repertoire and integrity of supraoptic (va-

sopressinergic) neurons is not solely dependent upon

synaptic input from other regions of the graft or, for

that matter, from surrounding areas of the host hypo-

thalamus.

Despite low survivability of vasopressin-producing

supraoptic neurons, it would appear that in some

animals a critical mass survives, capable of orchestrat-

ing changes in water balance and drinking behavior.

To date there remains a significant lack of data

654321 12345678 9 10 11 12 13 14 15 16 17 18 19 20 21

t

Transplant

Days

6 5 4 3 2 1 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21

t

T ransplant

Days

dealing with many significant areas, for instance, the

neurovascularization of grafts, which is the most criti-

cal and primary factor in survival and the ultimate

recovery of function. The efficacy of employing em-

bryonic subhuman primate brain tissue as a donor

source coupled with immunosuppression of human
recipient hosts may become challenging technical is-

sues, and the use of human fetal neurological material

as donor tissue will test a multitude of ethical princi-

ples. Despite these caveats, it appears that neural

grafting can become a viable application in the future

for Parkinson’s disease and a variety of other human
neuropathies.
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Mammography Versus

Physical Exam at a

Community Hospital

Mary Ella Zelenik, MD, and

John M. Mathis, MD, Salem , and

John W. Barnard, Jr., BA, Richmond

In a study of 11,000 screening mammo-
grams made at a community hospital, the

authors found that 44 patients had cancers

but only five had positive lymph nodes or

other tumor spread. In the same three-year

period, 164 women presented at the hospital

with palpable breast masses and 72 of these

evidenced spread of the disease.

Over the past few years screening mammography
has become recognized as a vital tool in the early

detection of breast cancer. Several studies have dem-

onstrated conclusively that mammographic detection

of clinically occult lesions results in improved patient

survival. The widely publicized Breast Cancer Detec-

tion Demonstration Project (BCDDP) screened over

200,000 women in the mid 1970s
1 and in a five-year

followup reported a 27% decrease in breast cancer

deaths.

2

Another large screening mammography pro-

ject conducted in Sweden has reported a 31% reduc-

tion in breast cancer mortality at seven-year followup.
3

These improved survival figures are attributed to the

smaller size of the lesion at detection. Axillary lymph

node metastasis is found less often with cancers of

small size.
4 Minimal breast cancers, defined as carci-

noma in situ or invasive lesions of less than 1 centime-

ter in size,
5 have a five-year survival rate of better than

90% of patients.

6

The growing body of evidence supporting the effica-

cy of screening mammography has prompted the

American Cancer Society to propose the following

guidelines:

From the Department of Radiology, Lewis-Gale Hospital

(Drs. Zelenick and Mathis), and the Medical College of

Virginia/Virginia Commonwealth University, where Mr.

Barnard is a student. Address correspondence to Dr. Mathis

at the Lewis-Gale Hospital. 1900 Electric Road. Salem VA
24153.

Submitted 1 1-27-87.

1. A baseline mammogram by age 40 for asympto-

matic women, and as early as 35 for women with risk

factors.

2. Annual or every-other-year mammograms from

age 40 to 49, depending on risk factors.

3. Annual mammography from age 50 onward.

In spite of its well-publicized and documented ad-

vantages,
8
screening mammography remains an under-

utilized modality. This is apparently due to lack of

conviction on the part of many physicians regarding

the true efficacy of mammography and to concern for

its cost.
9

In an effort to encourage greater physician compli-

ance our community hospital, the Lewis-Gale Hospital

in Salem, Virginia, and its radiologistsjointly agreed to

significantly reduce the cost of screening mammo-
grams and embarked on a physician education pro-

gram. These efforts resulted in a tenfold increase in the

number of screening exams performed at our institu-

tion. The following is a summary of the cancer detec-

tion rate of nonpalpable lesions through the use of

screening mammography in a community hospital, and

a comparison of the incidence of axillary lymph node

metastasis between breast cancers detected by screen-

ing mammography alone and those found by physical

exam.

Materials and Methods

Eleven thousand women age 35 and over underwent

screening mammography at our institution from Janu-

ary 1984 through December 1986. The program was

based on screening guidelines established by the

American Cancer Society. Some of the patients had

had prior mammograms, while for others this repre-

sented their first exam. All patients accepted for

screening had been referred by a physician after a

negative breast physical exam.

Positive mode xeromammography and a dedicated

Xerox mammogram x-ray unit were utilized. The

screening exam consisted of a medial-lateral and crani-

al-caudal view of each breast.

Mammographic characteristics considered suspi-

cious for malignancy were: 1) four or more clustered

microcalcifications; 2) a spiculated or irregular mass of

any size; 3) a smooth mass of greater than 1 centime-

ter; and 4) an area of asymmetric density in one breast.

As the lesions were clinically occult, a localization

procedure was generally performed immediately prior

to any biopsy. This entailed the placement of a Kopans

hooked wire within 1 centimeter of the suspicious

area, with mammographic confirmation of adequate

wire placement.

Results

Of the 1 1 .000 screening exams performed, 206 (2%)

patients were found to have mammographic abnormal-

ities considered suspicious enough to warrant needle

localization and biopsy. Forty-four (21%) of those
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patients were proved to have cancers. Six of the

patients underwent lumpectomy and radiation therapy

only, but the remaining patients (38) had mastectomy

and lymph node dissection. Of those patients, only

five (13%) had positive lymph nodes or other evidence

of tumor spread beyond the breast. Two of these

presented as microcalcifications and the other three

were spiculated or irregular masses.

In the same three years at our hospital, 164 patients

presented with palpable breast masses which were

diagnosed as breast cancer. Seventy-two (44%) of

these had evidence of tumor spread to axillary lymph

nodes at time of surgery. This represents a threefold

Table 1. Axillary Lymph Node Findings, Screening Mammography
vs Physical Exam, In a Community Hospital.

+ nodes - nodes

Screening Mammography: 38 clinically

occult breast cancers detected

5 (13%) 33 (87%)

Physical Exam: 164 palpable breast

cancers

72 (44%) 92 (56%)

greater incidence of breast cancer metastasis when
compared to the screened group (Table 1).

Discussion

Breast cancer strikes one in every eleven women in

this country and accounts for over 30,000 deaths a

year. Despite 50 years of aggressive surgical and

medical therapy of palpable breast cancers, there has

been little change in the mortality figures, and it

remains the second leading cause of cancer death

among women.
Most biopsy series of nonpalpable mammographic

lesions report a 20-30% cancer detection rate
10-12

which correlates well with this institution’s detection

rate of 21%.

Breast cancer prognosis correlates directly with

lesion size and extent of regional lymph node involve-

ment. Five-year survival for a woman with axillary

lymph node metastasis is 53%, compared to 90-93%
survival for patients with the diagnosis of minimal

breast cancer without evidence of regional lymph node

disease.
13

In our series, a woman with a palpable breast cancer

was three times more likely to have axillary lymph

node metastasis than the patient with a breast cancer

detected by mammography alone. Our statistics rein-

force the growing body of literature documenting the

clear advantage of detecting breast cancers before

they are clinically apparent, and mammographic eval-

uation of the breasts is currently the only modality

capable of identifying such small lesions reliably.

The efficacy of screening mammography as a breast

cancer detection tool seems obvious. In our hospital

screening mammography is now considered the stan-

dard of care for all female patients of appropriate age.
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Physician’s Guide to the Natural Death Act

From the time it became effective in 1983, the

Natural Death Act (Virginia Code §54-325.8:1) has

offered a statutory “safe harbor" for the Virginia

physican who complies in good faith with its provi-

sions.

The Act defines “terminal condition" as “a condi-

tion caused by injury, disease or illness from which, to

a reasonable degree of medical certainty, (i) there can

be no recovery and (ii) death is imminent."

“Life-prolonging procedure” is defined by the Act

as “any medical procedure, treatment or intervention

which (i) utilizes mechanical or other artificial means

to sustain, restore or supplant a spontaneous vital

function or is otherwise of such a nature as to afford a

patient no reasonable expectation of recovery from a

terminal condition and (ii) when applied to a patient in

a terminal condition, would serve only to prolong the

dying process; however, nothing in this act shall

prohibit the administration of medication or the per-

formance of any medical procedure deemed necessary

to provide comfort care or to alleviate pain."

These are the steps the law requires:

1. A patient makes a declaration directing the with-

holding or withdrawing of life-prolonging procedures

in the event of a terminal condition. If the declaration

is written, it must be signed by the patient and two

witnesses, neither of which may be the patient's

spouse or blood relative but one of which may be the

physician.

If the declaration is oral, it is valid only (i) if made

after the patient has been diagnosed as having a

terminal condition and (ii) if it is made in the presence

of a physician and two witnesses, neither of which

may be the patient's spouse or blood relative.

2. If the patient has made a valid declaration and is

competent, the attending physician must then certify

in writing that the patient has a terminal condition

before withholding or withdrawing a life-prolonging

procedure.

3. If the patient has made a valid declaration but is

“comatose, incompetent, or otherwise physically or

mentally incapable of communication," the attending

physician must certify in writing that the patient has a

terminal condition and must also have one other

physician examine the patient and do likewise before

withholding or withdrawing a life-prolonging proce-

dure.

4. In the case of a patient who is comatose, incom-

petent or otherw ise physically or mentally incapable of

communication and who has not made a w ritten or oral

declaration, the Act designates these persons, listed in

order of priority, with whom the attending physician

must consult and agree prior to withholding or with-

drawing a life-prolonging procedure:

1 ) any guardian or committee judicially appointed on

behalf of the patient;

2) anyone designated in writing by the patient to

make the treatment decision;

3) the patient’s spouse;

4) an adult child of the patient or a majority of the

children who are reasonably available for consulta-

tion;

5) the parents of the patient;

6) the nearest living relative of the patient.

If no one in the first category is “reasonably avail-

able, willing and competent to act,” the physician may
go to the next priority, and then the next, until an

appropriate person is located.

But when the physician must turn to any of the

family members in the last four categories, the physi-

cian (i) must insure that there are two witnesses

present when the treatment decision is made with

those family members, and the patient's spouse and

blood relatives may not serve as either of these

witnesses, and (ii) must get consent from two persons

in any of the last four categories if two are reasonably

available.

Two points should be emphasized. First, the Act

does not apply to patients who are under 18 years of

age. Second, if a physician does not want to direct the

withholding or withdrawing of life-prolonging proce-

dures as authorized by this Act. he has no obligation to

do so: he must, however, offer to transfer the patient

to another physician.

The Act does not eliminate any immunity a physi-

cian already may have under the common law.

Attorneys Sandra Kramer and Allen C. Goolsby III

developed this legal information for the Jane 1983

issue of Virginia Medical. It has been slightly revised

for subsequent reprintings.

Still available at Virginia

Mf.dical is the patient brochure

with the declaration that

implements the Natural Death

Act. To receive up to 100 copies

free of charge, send your order

to the Executive Editor. 4205

Dover Road. Richmond VA
23221
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Pleural Effusion in

Polycystic Kidney
Disease: Case Report

Byron T. Westerfield, MD,
and Stuart M. Bergman, MD,

Martinsville, Virginia

Autosomal dominant polycystic kidney disease is

a common disorder effecting one in 400 individ-

uals. Cysts involve both kidneys, may be large or

small and are numerous. Rupture of renal cysts is a

frequent occurence and can cause a variety of signs

and symptoms. To our knowledge pleural effusion has

not been associated with this disease. We report a case

of newly diagnosed polycystic kidney disease present-

ing with abdominal pain and right-sided pleural effu-

sion.

Case History

Two days prior to admission a 42-year-old previous-

ly healthy white female developed a sharp pain in the

right upper quadrant when turning on a lounge chair.

The pain increased during the next two days, and her

gynecologist admitted her for diagnosis. She reported

no fever, nausea, vomiting, diarrhea, dysuria, hematu-

ria or respiratory symptoms. The woman had no prior

medical problems and had had two uncomplicated

pregnancies and a tubal ligation.

On admission vital signs were normal and the pa-

tient appeared comfortable. A soft systolic murmur
was present; the lung fields were clear. There was

From the Departments of Medicine and Surgery, Memor-
ial Hospital of Martinsville and Henry County. Address

correspondence to Dr. Westerfield, who has relocated and

should be addressed at PO Box 23853, Lexington KY 40523.

Submitted 2-23-88.

marked tenderness in the right upper quadrant. No
masses or organomegaly were present; bowel sounds

were normal. Pelvic exam was normal.

Laboratory data on admission included Hgb 10.8

gm, Hct 33.5% (normal indicies), WBC 8,400 with

normal differential. Electrolytes and chemistry profile

were normal. Urinalysis revealed 2+ blood and 6-7

wbc/hpf; no casts were present. Electrocardiogram

was normal. Chest radiograph revealed a small right-

sided pleural effusion (Fig. 1).

On admission the patient was felt to have acute

cholecystitis. She was treated with intravenous fluids

and cephalosporin. Ultrasound of gallbladder and oral

cholecystogram radiographs were normal. Thoracen-

tesis revealed dark yellow fluid with the following

values: WBC 975 (22% PMN, 78% mononuclear);

RBC 4,030; glucose 111 mg/dl; protein 3.6 g/dl (serum

protein 6.9 g/dl); LDH 184 U (serum LDH 85 U).

The patient’s tenderness gradually resolved during

the next several days. An intravenous pyelogram

suggested a mass effect in the left kidney. Ultrasound

of the kidneys confirmed the presence of multiple

cysts. A CT scan of the abdomen (Fig. 2) demonstrat-

ed multiple cysts in kidneys, liver, pancreas and

spleen. A 24-hour creatinine clearance was 43.3 ml/

min; serum creatinine 1.2 mg/dl. Urine and pleural

fluid cultures were negative. The patient was dis-

charged on iron and vitamins with a diagnosis of

autosomal dominant polycystic kidney disease. She

had no further symptoms, and a followup chest roent-

genogram one month later showed complete resolution

of pleural effusion.

Discussion

Although autosomal dominant polycystic kidney

disease (ADPKD) is an inherited disease that is trans-

mitted as an autosomal dominant trait, the family

history in this case was not helpful. ADPKD involves

nephrons that initially possessed normal structure and

function. Cystic nephrons communicate with both the

glomeruli and renal pelvis. There is conflicting evi-

dence that suggests that the cystic degeneration may
not be on the basis of obstruction but rather due to the

loss of elasticity and compliance of the tubular wall

with subsequent cyst formation. 1,2

Patients frequently present with pain, generally in

the lumbar region. The pain may be due to increased

tension on the renal capsule due to hemorrhage into a

cyst or rupture of a cyst, infection, pressure on

adjacent organs or nephrolithiasis. This patient’s pain

was most likely due to hemorrhage into a large cyst on

right kidney. Hypertension occurs in 50% or more of

patients. Hematuria occurs in 50% of patients and is

usually due to a rupture of a cyst, infection, or renal

calculus.

Because of increased awareness of the disorder and

improvement in diagnostic techniques, the mean age

of patients at diagnosis has dropped to 44.5 years.
3,4

546 Virginia Medical, November 1988



Renal failure is inevitable, although progression to

end-stage disease is highly variable. Liver involve-

ment with cysts is seen in one-third of patients, and

cysts may also occur in the spleen, pancreas, bladder,

epididymis, testes, ovaries, uterus, thyroid and lungs.

Up to 45% of patients will have cerebral aneurysms

and 6% of patients with cerebral aneurysms and cere-

brovascular accidents may have autosomal dominant

polycystic kidney disease. Other associated cardiac

abnormalities have also been reported. 4

Pleural effusion has not been previously reported in

polycystic kidney disease. The effusion was small and

resolved without treatment. Analysis of the fluid re-

vealed it to be exudative, and the cell count was

unremarkable, although significant erythrocytres were

present.

Intraabdominal processes, including esophageal

perforation, pancreatitis, hepatic abscess, subphrenic

abscess, surgery, trauma, neoplasm, and the postpar-

tum state, can cause pleural effusion. Except in the

last condition, inflammation of the diaphragm is pre-

sent and exudative fluid is collected. 5 Although retro-

peritoneal, the right kidney is located very near the

diaphragm and rupture of a cyst with hemorrhage and

inflammation could easily cause irritation of the dia-

phragm.

Because there are cysts present in the liver in this

case, it is possible that the pleural effusion is related to

a hepatic process, but the CT scan demonstrates

rupture of a cyst in the kidney only.

No cysts were demonstrated in the lung and no fluid

was present in the abdomen. The pleural effusion

resolved completely and the patient’s abdominal

symptoms abated without treatment.

Pleural effusions are common secondary to intraab-

dominal processes but have not been previously re-

ported due to autosomal dominant polycystic kidney

disease. This patient had rupture of a cyst in the right

kidney which presumably caused inflammation of the

diaphragm with resulting exudative pleural effusion.
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Fig. 1. PA chest radiograph demonstrating right-sided pleural

effusion.

Fig. 2. CT Scan of abdomen showing multiple cysts in kidney

and liver. Note large blood-filled cyst on right kidney.
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Membership:
“Why don’t you belong?”

Recruiting is a one-on-one selling job. It’s like

that first plunge into a cold pool: You have to

get up your nerve tojump in, but you will be glad you

did. Stopping the prospective member in the hall or

dialing the telephone is the hardest part. After that, if

you use the approach I have used, you simply ask,

Why don’t you belong? Almost always you get a

response that sets your strategy for the appeal.

Admittedly, this beginning has its risks: You can

get some vitriolic answers. But recruiting requires a

very thick skin, and the ability to bite your tongue

and keep cool under fire. Never, never get angry,

self-righteous, or indignant, even if the prospect

displays abysmal ignorance of what The Medical

Society of Virginia or the American Medical Associa-

tion has been doing. After all, as non-members, how
should they know? Acknowledge the expressed

points of view, especially if you don’t agree with

them. No matter how inaccurate or even abusive the

prospect gets, be gentle, patient, persuasive, con-

stantly looking for the cracks in the argument. Be as

relaxed and as agreeable as possible, then tactfully

inform the prospect of what the Society and the

AMA have really been doing on this or that issue.

One physician told me he was not a member
because no one had ever really asked him to join. A
piece of cake, that one. Another did not agree with

the AMA policy on abortion as he perceived it. When
shown what the policy actually said, he promptly

joined.

For those who say that the Society and the AMA
“do not represent me and the way I feel,” you have

to counter by either asking for specifics, as in the two

last examples, or by explaining the democratic proc-

ess that exists in organized medicine.

Perhaps the two most frequent complaints relate to

dues and unification. With unification, it’s a matter of

your own opinion as to how it was done and how
strongly you can promote the AMA as a separate,

necessary entity. The dues issue I approach with an

explanation of how my own activity costs me in

productivity lost plus dues, and how the dues level

reflects the cost of the programs the members want.

You have to have three or four such responses in

mind.

The more you are involved personally in organized

medicine, the more credible you will be, so don’t be

bashful about telling the prospect what you have

done. But also to be credible you have to be con-

vinced that you have something good to sell, some-

thing worth every penny of the dues dollars you are

asking for. So you really have to know what the

Society and the AMA are doing and why you belong.

I have tried letters, as has everyone else, with less

than 5% success. The only thing that really works is a

visit to the physician’s office or home or an appeal by

telephone with that opening question, Why don’t you

belong?

I
f at first the physician cannot be persuaded, try

to close the encounter on a positive note and keep

the door open for further contact. Leave saying that

you will research a point or that you sympathize with

the prospect’s views and want him/her to think it

over for a while. This gives you time to think up

counter arguments.

If the physician has agreed to join, the next step, as

any good insurance salesman knows, is to fill out the

membership application form for the prospect. MSV
headquarters has the data you will need—the pros-

pect’s medical school, medical education number,

birthdate, when licensed, etc. Volunteer to confirm

the prospect’s membership in the local medical socie-

ty. Circle the correct dues amount. All the prospect

has to do is sign the form and write the check. You
will mail the form.

If for whatever reason the prospect insists that you

leave the form, call the next day to tell the secretary

you will be by to pick it up at such-and-such a time.

Keep calling every two or three days until you get the

form and the check. Persistence is the key. It’s the

same as collecting from patients: The longer you let it

go, the less chance you have of collecting.

A followup letter or telephone call thanking the

new member for joining is good and gives you the

chance to explain who the councilors and delegates

are and the importance of communicating with them

so as to be an effective, contributing member. Let the

physician know you value the membership he/she

now shares with you.

H. C. Alexander III, MD

With 16 new members to his credit this year, Dr. Alexan-

der is far and away The Medical Society of Virginia’s top

recruiter. He is a Past MSV President and currently serves

as a Virginia delegate to the AMA. Address correspondence

to him at 2037 Crystal Spring SW, Roanoke VA 24014.
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More About Cigarette Smoking

That cigarette smoking constitutes a major and

preventable health risk is no longer debatable.

Elsewhere in this issue there is report of the results of

a survey of smoking in hospitals in Virginia. Of the 97

responding hospitals, only one, a specialty hospital,

had attained smoke-free status. It appears that the

administrators of most Virginia hospitals would like to

eliminate smoking, and most of them are moving

towards that end. However, the task is not an easy

one. As one administrator reports, “Very difficult to

enforce. Smokers become belligerent. Non-smokers

would like a police state".

Perhaps the first step might be a compromise of the

type already instituted in some hospitals: No smoking

except in one small designated area. While the hospi-

tals are moving toward the elimination of smoking,

another provision might help to make the slow pro-

gress more acceptable to non-smokers: the establish-

ment of areas designated for non-smokers.

E.L.K., Jr.

Eye Care for Virginians

For some years the optometrists in Virginia have

sought legislation permitting them to prescribe and

treat. Until the 1988 session of the Virginia General

Assembly their efforts were unsuccessful. However.

1988 was different. HB791 grants optometrists the

right to administer and prescribe therapeutic drugs but

does specify that the State Board of Medicine is to

establish the terms and conditions under w hich admin-

istration and prescribing can be effected: the Board

can also set educational standards for optometrists.

The task not an easy one.

The fun has begun. The optometrists have presented

their case before the State Board of Medicine. This is

not a turf fight; instead, the issue to be decided is

whether or not, given their different training, the

optometrists are qualified. The Board must give the

matter careful and unbiased study. The public must be

protected. E.L.K.. Jr.

Public Policy and Dirty Needles

Again we had an hour before the medical staff

meeting, and my young physician-friend. Gilroy

LackLuster, and I were nursing an imported Hayem
Shemon beer at Queenie's Tavern. Gilroy was obvi-

ously preoccupied and was not his usual, amiable self.

Gilroy is not often given to deep thoughts; so I just

nursed my Hayem Shemon and waited. He's a com-
pulsive talker.

“I have a real problem. One that I have not had to

face before, and I just don't w hat to do," he said. Then

I knew he had a major dilemma because Gilroy is one

of the most self-assured people that I have ever

known. Being a surgeon, Gilroy's motto is to do

something, even if it's wrong but to do something.

And here he was with no plan of action.

“I have an old patient. John S— , who is fighting
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hard against advanced carcinoma of the prostate and

who gets along very well in spite of the pain. His wife

and two daughters are very supportive and obviously

love him deeply. But the son is the problem.”

Gilroy paused, sipped his beer and looked at his

watch. I was afraid that he would want to leave before

I heard all of the story, so I said, truthfully, “I didn’t

know John had a son.”

“I didn’t either until this morning when John came

to the office for his regular followup. At the end of the

examination, while we were alone, John looked wor-

ried and embarrassed and said that he wanted to ask

me for a favor. I assured him that I would do anything

possible for him.
“

‘Well, Doc,’ he said, ‘it’s like this. My son Benny,

you don’t know him, has always been a little different.

He left home many years ago, and we see him only

when we go to Richmond, which is a long, hard trip for

me since my cancer has been acting up. Anyway,

Benny was always different. He and another fellow

live together. I was reconciled to that. But his tele-

phone call last night was just more than I can bear.’

At this point in his telling of the tale Gilroy had a

tear on his cheek and several in his eyes. Since Gilroy

was usually one of those constantly, gratingly cheerful

people, I could not imagine what had upset him so.

“John continued, ‘Benny called last night and he

was crying something pitiful. Like the time he broke

his arm swinging on the vine over the creek when he

was 9 years old. He wouldn’t talk to his mama, just to

me. He told me that his roommate had come down sick

with hepatitis of the liver and that the doctors up in

Richmond said that it was a bad case.

“I asked him if it was the easy catching kind and he

said No, it wasn’t. But that it could come from needle

sticks and that sort of thing. And then he told me the

bad news. Seems that he and this guy are hooked on

some kind of drug that they inject into each other. I

pleaded with him to seek help so that they could stop.

“Then Benny reminded me how many times I had

unsuccessfully tried to stop smoking. And told me that

he and his friend just couldn’t stop. Not just now. But

they were afraid to continue sharing needles for the

injections. Benny was terrified that he would get

hepatitis or AIDS or worse from sharing needles. This

hepatitis thing really had started him to thinking and to

worrying. He got a little hysterical, and I tried to calm

him down.
“

‘Daddy, you’ve just got to help me get some
needles,’ he said. ‘Ask the doctor who’s treating your

cancer. I’m so scared. I went to a drug store here in

Richmond to buy some injection needles. I told the

pharmacist that I was diabetic, but he questioned me
and didn’t believe me. I was afraid that he would call

the police; so I left. Help me, Daddy.’
”

Gilroy was losing his self-control. I was glad that

Queenie’s Tavern was dim. I did not need to prod

Gilroy for the rest of the story. He was glad to get

some of the burden off his chest.

“Now what am I to do. I have this old man with

almost terminal cancer whose heart is breaking over

his son. The son is in immediate danger of prevent-

able, serious infectious illness. Although the son is not

amenable to stopping his drug habit at this time, he

works full time and supports both himself and his

friend. The son wants some simple protective devices,

sterile needles. The father wants his son to stay

healthy so that some day maybe he will seek aid and

get off the drugs. It is such a horrible problem.

“The druggist is prohibited by law from selling

sterile hypodermic needles unless there is a legitimate

medical need such as diabetes. The father has no

medical need for injectable medications at home. If I

don’t help get the son some sterile needles, the father

will worry himself literally to death, and the son will

probably get hepatitis or AIDS. If I do get some
needles for John to send to his son, I become an

accomplice to an unlawful act. It’s a terrible thing to

decide on, and I am no Solomon. Get me another

Hayem Shemon. I don’t care if one is my usual limit.”

I have to hand it to Gilroy, when he gets a problem,

it is a major one. He has put his finger on a major flaw,

a gigantic inconsistency in public policy. Society

wants to prevent drug abuse and blood-borne diseases

such as AIDS and hepatitis. We counsel people to just

say No, which they should, and then we piously wait

for our moral precepts to take effect. The chain

smokers out there are telling the drug abusers to quit

and then expecting fear of AIDS to finish selling their

advice. Bronchitis, emphysema, lung cancer, etc., do

not stop the chain smokers.

Urging drug abusers to stop while simultaneously

imploring and educating them to use uncontaminated

materials to decrease their risk is both rational and for

the general good.

“Gilroy,” I said, “One person’s morality can be

another person’s hell. I had a good friend die two years

ago from cancer. He was so miserable that finally he

asked me—no, he begged me in the name of mercy—to

kill him. I lost a lot of sleep before I made my decision

as to what was the right thing to do. But when I went

to make rounds the next morning, he was dead.”

Henry S. Campell, MD
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VaMPAC

Major concerns affecting the

medical profession are decided

in the political arena and
VaMPAC needs your membership

to financially support

campaigns of legislative

candidates, and reflects your

commitment to political action.

VaMPAC can influence the

political and legislative

decisions that determine the

practice of medicine in the

Commonwealth. We can ensure

that our legislators receive the

best advice on actions that

affect our patients and our

profession. Medicine's views on
these important issues are

critical to ensuring that good
legislation becomes law—and
that bad legislation doesn't.

VaMPAC is the political action committee of

The Medical Society of Virginia.

Enclosed is a check for:

$100 for a Sustaining Membership, or

$250 for a PAC 250 Membership that

includes your spouse.

Name
Address
City

State Zip

Spouse

All memberships include annual membership in

AM PAC.
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LETTERS
Delegate Grayson to seek

no-smoking areas in hospitals

The letter in Virginia Medical’s July issue from

Mrs. Jones of Waynesboro illustrates the problems

some of my own constituents have experienced in

utilizing Virginia hospitals. They have told me that

front lobbies, waiting rooms, and many other often-

used areas of the hospitals are frequently so full of

smoke as to sicken both visitors and patients.

While congratulations are in order for those far-

sighted and compassionate hospitals that have adopted

smoke-free policies, I believe that public health is

important enough to be treated as a state legislative

matter. Some localities have enacted ordinances ad-

dressing this issue, but most hae not done so.

Thus I plan to introduce legislation in 1989 requiring

Virginia’s hospitals to designate selected public areas

as no-smoking areas. This would benefit the health of

children and adult patients, visitors, and the hospital

staff itself. Economically, it would also benefit hospi-

tals by reducing the cost of maintenance, increasing

employee morale and productivity, and decreasing

absenteeism. For the patients, it would certainly en-

hance the recovery environment.

Passage of this bill would also place our state near

the head of the class in addressing its citizens’ health

needs. Now more than ever Virginians, in general, and

state legislators, in particular, are cognizant of the

vital importance of clean indoor air to our health and

longevity. I would welcome and appreciate comments
on this proposal from the reasons of The Medical

Society of Virginia’s excellent journal.

George W. Grayson
Delegate, 29th District

Commonwealth of Virginia, Elouse of Delegates

Capitol Square, Richmond VA 23219

1. Jones DH. Cites smokey ER incident to plea for smoke-

free hospitals. Va Med 1988;115:307-8

RN can’t find job

in smoke-free environment

I was forced to leave a local hospital recently before

my physical exam was completed because there was

an excessive amount of secondhand cigarette smoke in

the clinic and waiting room areas. The medical

!
director refuses to do anything about it. It is appalling

i"i to me to see the medical profession exhibit such a lack

Jj of concern for those of us who are super-sensitive to
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the over 4,000 toxic ingredients in smoke. One study

estimates that 10,000 to 50,000 non-smokers die each

year as a result of long-term exposure to passive

smoke.

I am a registered nurse and I no longer can find a job

in a non-smoking environment because everyone here

caters to Mr. Tobacco King. Richmond does not have

one law to protect us non-smokers.

Smoking can be delayed; breathing cannot. Smoking

is optional; breathing is not. No one has the right to

harm another person, and smoke hurts everyone

around it. Breathing secondhand smoke has given me
asthma.

Lillian Marchelletta

13912 Janeburn Drive

Chester VA 23831

Faults health authorities

for “casual attitude” to AIDS

Some years ago the Centers for Disease Control and

the Public Health Service made a fateful, unilateral

decision to encourage civil rights status on AIDS
rather than treat it as a deadly epidemic. Claims that

the blood supply was safe and that only 5% would

develop full-blown AIDS inundated public and medi-

cal publications, although virologists knew the mortal-

ity, long incubation period and contagion of other

lento viruses. Internists and family physicians were

not consulted, and indeed, the New York State Medi-

cal Society is suing the State of New York to force the

Public Health Department to declare AIDS a conta-

gious venereal disease. Most health departments and

the federal government have yet to take this critical

and obvious step. As long as the Public Health authori-

ties take such a casual attitude, it is difficult for us in

the trenches to take information from health authori-

ties seriously.

In a letter to Virginia Medical ,

1

Dr. C.M.G.
Buttery, Commissioner of the Virginia Department of

Health, complains that there are not enough primary

physicians to care for HIV-infected patients. This is

only the tip of the iceberg. Respiratory therapists are

in very short supply, as are nurses and medical tech-

nologists. Recruitment is very difficult because of

AIDS, and the shortage can only get worse.

Begin the fight against AIDS by consulting those

who will need to see these patients. Declare AIDS a

contagious disease. Take over some failing hospitals

and designate them as AIDS hospitals/sanatoria, as we
did for TB and leprosy. This will make treatment much
less expensive, more effective, and require far fewer

physicians. Screen the population, as we did for

syphilis, so we know where we stand. Set up some sort

of protocol to deal with those who are HIV-positive

but continue high-risk behavior. If the Commissioner
does not take the epidemic seriously, don’t expect

much help from those who are already in short supply

Recovering Alcoholic

Specialists

We have been insuring

recovering alcoholics and drug

dependants for the past four years.

We know all there is to know
about addictions and recovery. We
should. The agency was pioneered

by a recovering alcoholic and has

been recognized by the New York

Times and other dailies.

Call or write:

The Renaissance Group
134 Columbia Turnpike P.O. Box 182

Florham Park, N.J. 07932

1 -201 -966-9552

* Inquire about our new Disability *

Income Product

STOP SMOKING CLINICS OF AMERICA, INC.
Specializing in smoking cessation programs for hospitals,

businesses, and other organizations. Our mobile van travels all over Virginia.

Our offices are in Richmond and Virginia Beach. Call us at 1-800-338-1651.

Groups of ten persons or less, private-paying or employer-sponsored • Methods include aversion therapy,

behavior/stress management, education • Five consecutive days of treatment sessions, 24-hour hotline

followup support • 98% success rate • Money-back guarantee • Rates on request

Call our toll-free number for a free supply of patient brochures.
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because of government reimbursement policies, such

as internists and family practitioners.

Olav Henry Alvig, MD
Lakeside Community Hospital

Cumming GA 30130

1. Buttery CMG. Commissioner: “More primary care doc-

tors needed for Virginia’s AIDS patients” (letter). Va

Med 1988:115:306

Urges cognizance of high risk

in anterior cruciate deficiency

I found the series of sports medicine articles in the July

issue of Virginia Medical informative; however, I

do have one concern. In the article on anterior cruciate

ligament tears the statement is made, “Little is lost by

placing the patient in an organized rehabilitation pro-

gram and allowing the injury to dictate further treat-

ment if needed.” It has been my experience that

patients who sustain anterior cruciate tears do not

frequently appreciate the potential significance of this

injury. I disagree strongly that “little is lost.” Unfortu-

nately, many patients are given the impression that

little is to be lost and not only do not follow a

rehabilitation program but go back to athletics only to

suffer further irreconcilable injuries.

Although I do not disagree with a conservative

approach in the anterior cruciate deficient knee, I do

strongly urge that all physicians should make patients

with anterior cruciate deficient knees aware that there

is a very serious liability in continued participation.

They should understand that they are at a greater risk

offurther injury to the knee in athletics than they were

before the cruciate injury. Too often, because of the

relatively mild nature of an isolated cruciate injury,

patients will develop the concept that they have had

only a minor injury. It is in this respect that we as

sports medicine physicians have been remiss in

spreading the word. Too often patients feel that little is

to be lost only to lose first one meniscus and then the

other meniscus and then articular cartilage with recur-

rent injuries in the cruciate deficient knee.

Ernest L. Clements, Jr., MD
West End Orthopaedic Clinic

7601 Forest Avenue, Richmond VA 23229

Dr. McCue replies: Dr. Clements’ concern is well taken

in the fact that injuries to the anterior cruciate ligament

certainly are a significant problem, and we did not

mean to suggest that these injuries are to be taken

lightly. In all who suffer such an injury, an intensive

conditioning and strengthening program is necessary,

including, in certain situations, the use of protective

braces. We simply wanted to show that there is still a

wide divergence of opinion in these cases and multiple

methods of handling this injury; hence the need for

individualized selection of treatment.

His experience confirms article

on food-related ulcerative colitis

I read with great interest Dr. John B. Catlett’s report

of Ulcerative colitis in an allergic person. 1

During my years of pediatric and allergy practice

since graduating from the University of Virginia in

1942, I’ve seen hundreds of children and adults with

health problems which were food-related. Included

were scores of patients with digestive symptoms,

especially recurrent abdominal pain and diarrhea.

Moreover, several of these patients were troubled with

ulcerative colitis, which was food-related.

In addition, many of my patients with food-related

digestive problems, like those described by Dr. Cat-

lett, also experienced symptoms involving the respira-

tory and musculoskeletal systems. Although many of

these patients had IgE mediated inhalant allergies, the

food-related symptoms could rarely be confirmed by

positive allergy skin tets or other immunological stud-

ies. Yet, the relation of food sensitivity to their symp-

toms could be easily determined in most of these

patients through a one-week elimination diet. When
the symptoms improved, suspected foods were re-

turned to the diet, one at a time, and reactions were

noted.

Cow’s milk was the no. 1 troublemaker. However,

wheat, corn, citrus, legumes, yeast, chocolate, sugar

and other foods were often involved.

In a recent report from England, Virginia Allen

Jones and J. O. Hunter, in summarizing their studies

of patients with irritable bowel syndrome and Crohn’s

disease, commented, “Objective food intolerances

have been shown by a number of independent workers

to occur in some patients with irritable bowel syn-

drome. The trial of an exclusion diet should be consid-

ered in all patients with unexplained colonic pain or

diarrhea.” 2

William G. Crook, MD
681 Skyline Drive

Jackson TN 38301

1. Catlett JB. Ulcerative colitis in an allergic person: case

report. Va Med 1988;115:434-5

2. Jones VA, Hunter JO. Irritable bowel syndrome and

Crohn’s disease. In Food Allergy and Intolerance (Bros-

toff and Challacome). Philadelphia, W. B. Saunders,

1987, pp 555-569
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Crisis in black
and white.

Your personal crisis may be waiting in the morning mail. If so, you’ll

want the best professional help. You’ll want a Medical Protective

General Agent.

Professional liability coverage is our only business. And we’ve been
providing it for almost 100 years. Our agents live in the territories

they serve so they understand the local legal climate. And with the

extensive resources of the home office Law Department to draw
from, they’re always ready to answer your questions or give advice.

Someday it may be you against a negligence charge. When that day
comes and your professional reputation is on the line, you’re going
to want all the help you can get. To make sure you have it, contact

your Medical Protective General Agent today.
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Ted J. Pandak, 4205 Dover Road
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Smoking in Virginia’s Hospitals

A survey by mail of 115 Virginia hospitals generated 97 responses (84%). One of the

responding hospitals, a specialty facility, bans smoking totally, whereas in four hospitals

complete freedom to smoke was reported. The remaining 92 (96%) restrict smoking in

various ways, and there is a clear trend to increasing the severity of these restrictions.

Only 17 of the responding hospitals now permit the sale of cigarettes.

By
Ann Gray and

E. L. Kendig, Jr., MD

C
igarette smoking is gen-

erally recognized as the

largest preventable public

health problem currently

existing in the United States.
1

It is

estimated that one-sixth of the total

mortality in the United States, occur

secondary to the smoking habits of

Americans.

The list of increased risks for ciga-

rette smokers is long: cardiovascular

diseases, including coronary heart

disease, peripheral vascular disease,

aortic aneurysm and stroke; cancer

of the lung, larynx, oral cavity,

esophagus, bladder, kidney and pan-

creas; other lung disorders, such as

chronic bronchitis and emphysema;
and gastrointestinal complications,

such as peptic ulcer and esophageal

reflux. Osteoporotic fractures and

Dr. Kendig is Editor of Virginia
Medical, and Mrs. Gray is Executive

Editor. The journal’s offices are at 4205

Dover Road, Richmond VA 23221.

altered drug metabolism are also

more likely to occur in the smoker.

The increase in smoking by wom-
en has introduced maternal compli-

cations, including a greater frequen-

cy of placenta previa and abruptio

placenta, and infant complications,

such as an infant small for gestation-

al age, as well as a higher perinatal

mortality.

It would appear that smoking in

hospitals should be controlled, if not

eliminated, and a survey of 86 Vir-

ginia hospitals by the American
Lung Association of Virginia in 1985

2

confirmed that “several hospitals

have adopted strong anti-smoking

policies and others are exploring

ways to implement stronger poli-

cies,” according to the summary re-

port of the survey.

A recent telephone survey of hos-

pitals in Richmond revealed that

sales of cigarettes had been discon-

tinued in 11 of the 17 facilities sur-

veyed (65%).
3

The study reported here was un-

dertaken to determine the current

extent of controls on cigarette smok-

ing and sales of cigarettes in hospi-

tals throughout Virginia.

Materials and Methods

The study is based on a survey by

mail of 115 Virginia hospitals, all

members of the Virginia Hospital

Association, with bed sizes ranging

from 25 to 1,000. Most of them are

community hospitals, but the group

also includes Virginia’s state teach-

ing and veterans administration hos-

pitals, psychiatric hospitals, and

hospitals with specialty designa-

tions, such as EENT and rehabilita-

tion.

The survey form asked for an-

swers to these questions.

• Number of beds in your hospi-

tal?

• Is smoking permitted in the hos-

pital? If so, throughout the hospital

or in restricted areas?

• Is smoking permitted in patient

rooms? If so, in double rooms, single

rooms, or both?

• If one patient in a double room is

a smoker and one is not, is smoking
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1) allowed, 2) not allowed, or 3) is

one patient moved to another room?
• Are cigarettes available in the

hospital? If so, at gift shop or vend-

ing machine?
• Any comments?
The hospital’s identity was not

asked for, although many respon-

dents volunteered that information.

The forms were mailed in May
1988. Each survey form was accom-

panied by a letter citing the cooper-

ation and support of Stuart Ogren,

VHA president.

After the responses were re-

ceived, there was telephone follow-

up to clarify or confirm certain en-

tries.

Results

Of the 115 Virginia hospital ad-

ministrators who received survey

forms, 97 (84%) completed the forms

and returned them to Virginia

Medical.

They gave these bed sizes for their

hospitals: less than 151 beds, 44

(45%); 151 to 275 beds, 25 (26%);

and more than 275 beds, 28 (29%).

Judging from the responses to this

survey, bed size is not a determining

factor in a hospital's smoking poli-

cies.

No Smoking

This survey revealed only one

hospital in Virginia with an absolute

ban on smoking: The 60-bed Charter

Colonial Institute for Child and Ado-

lescent Psychiatry in Newport News
has been smoke-free since early this

year. Dr. Spencer D. Marcus, medi-

cal director, pestered management
for the ban until he got it.

“Sure, it's stressful for the kids

who are smokers,” he says. “The
nicotine withdrawal period is tough,

but we help them through it. I just

think we have a responsibility not to

allow smoking, it's better modelling

on our part, and of course it's better

for the kids physically."

Dr. Marcus estimates 10-15% of

Charter Colonial's patients are ad-

dicted smokers when they are admit-

ted; it is made perfectly clear to

them before admission, he empha-
sizes, that they will not be allowed to

smoke in the hospital.

Of the acute-care hospitals re-

sponding to the survey, not one was

smoke-free at the time the survey

was made, although one comes very

close to it. Tidewater Memorial Hos-

pital in Tappahannock (100 beds)

was established as an absolutely

smoke-free hospital 20 years ago by

its Seventh Day Adventist owners,

but somewhere along the line the

smoke-free status was sullied when a

small room olf the hospital’s cafete-

ria was designated for visitor smok-

ing. Other than that, no smoking is

allowed anywhere by anyone at

Tidewater Memorial.

A similarly small and precise

exception characterizes the no-

smoking program to be launched this

month in Fredericksburg by Mary

Washington Hospital (340 beds);

the sole scheduled exception to the

smoking ban there is the ground-

floor psychiatric unit of 18 beds,

where patients (only) are to be per-

mitted to smoke. It is to go into

effect on November 17, the date

of the American Cancer Society’s

Great American Smokeout.

Elsewhere in Virginia, other sur-

vey-responders report they are on a

smoke-free track. Warren Memorial

Hospital in Front Royal (111 beds)

“will provide a smoke-free environ-

ment by the summer of 1989," says

its administrator, and the Winches-

ter Medical Center is “moving to-

ward becoming a non-smoking insti-

tution in 1989,” says the survey

response from that 440-bed facility.

Smoking

Of the 96 respondents in whose

hospitals smoking is permitted, four

(4%) mentioned no restrictions of

any kind, but 92 (96%) stated that

smoking is restricted in one way or

another, usually by place. For in-

stance, 26 (27%) of these 92 Virginia

hospitals forbid smoking in patient

rooms, although in three of these the

ban may be lifted for a nonambula-

tory patient if the physician orders

it.

At the other extreme, in 39 (41%)

smoking is allowed in all patient

rooms, both single and double. What

to do when smoking/no-smoking

friction occurs in a double room? We
move one of the patients, say 25

(64%) of these 39 administrators.

In 22 (24%) of the 92 hospitals in

which smoking is restrictively per-

mitted, the physician makes the de-

cision as to whether or not the inpa-

tient will be allowed to smoke in his/

her room. At two of the surveyed

hospitals, Waynesboro Community
Hospital and King's Daughters in

Staunton, New Year’s Day 1989 is to

usher in a ban on smoking “except

Deaths in the United States Since 1981

From Tobacco, Alcohol, Other Drugs, and AIDS.

TOBACCO-RELATED
2.500.000

ALCOHOL-RELATED
700.000

OTHER LEGAL/
ILLEGAL DRUGS
210.000

I

Figures from US Office on Smoking/Health. National Institute on Drug Abuse and the

National AIDS Hotline. Chart prepared September 1988 by Virginia Group to Alleviate

Smoking in Public (GASP).
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WITNESS

“You can watch your patients through the window
and smoke a couple of cigarettes in a row.”

An oral history by Nancy C. Davy, RN

I started smoking when I was in nursing school. It was
near December finals and everybody was trying to

stay awake to cram. A couple of girls said, No sweat,

smoking will keep you awake, it will stimulate you,

why don’t you learn to smoke. There were five of us

and of the five, three started smoking and kept on. It

made me sick at first, I got very, very dizzy, but at that

point it was a challenge to learn to smoke, and looking

at the older girls smoking in that setting, it looked like

a fun thing to do. Also, it seemed like an acceptable

norm at the time. My grandfather smoked—we lived

with my grandparents—and some of my siblings were

away from home and smoking already.

I liked menthol. I never really liked plain tobacco, I

liked it laced with menthol. I was smoking a pack a day

at school, Every time you had a break between

classes, you went out and had a cigarette. Then you’d

smoke while you were studying in the evening or

sitting around talking, being sociable with friends.

When we studied the lungs and respiratory tract and

the kinds of pollutants that affect the lungs adversely,

including smoking, it didn’t bother me. Nothing was
going to happen to me. I was young, I was invincible,

it only happened to old people. We were taught

emphysema as occurring in the old, for instance. At
that time we thought 60 was very old.

Nancy Davy was head of the coronary care unit of a

Richmond hospital when she granted this interview. She

now combines motherhood with nursing and works in the

catheterization laboratory of another Richmond hospital.

The Executive Editor, Ann Gray, interviewed Mrs. Davy
and then edited the tapes for publication.

Then I went to work, and working in a hospital

probably fostered my smoking, believe it or not,

because I would estimate that about 75% of the

nursing staff in the coronary care unit smoked, so I felt

right at home, smoking. We’d smoke in the conference

rooms, which are our lounge areas. At that time we
had to leave the unit and go across the hall to have a

cigarette. Now the unit and conference room are right

together. You can sit in there, watch your patients

through the glass window, smoke a couple of ciga-

rettes in a row.

About six months after I started work, I met my
husband. He is very anti-smoking, and when we began

going together a lot, I stopped smoking in front of him.

But then I’d smoke more at work. When my hands

were busy I tended to smoke less. The coronary care

unit can be very very busy, and I could go almost the

entire eight hours without a cigarette and never miss it,

but when it was quiet, I’d sit in the conference room
talking and smoking.

Within ten months I was married. As a wedding gift,

I told my husband I would try to quit smoking,

because he wanted me to. I didn’t want to give up

smoking, it wasn’t for me I was doing it, it was all for

him, and I didn’t succeed. I lasted four months without

a cigarette, but I always wanted one, it was a constant

battle not to pick up a cigarette, and one of those days

when it was very very hectic at work and the tension

level was very high and I felt like I was just going to

explode inside, I bummed a cigarette and smoked it

and I felt such relief, it was just great. So I started

smoking again.

I smoked at work only and hid it from my husband. I

528 Virginia Medical, November 1988



didn’t want him to be disappointed in me. He never

said he knew I was smoking again. I think he wanted to

believe that I wasn't. Finally, about eight months after

I restarted, my guilt got the better of me, and I told him

I was smoking again, but that I would not smoke at

home, I would only do it at work. I was opening a pack

of cigarettes every morning, so I still smoked a pack a

day, I just consolidated it into the time I worked.

That went on for several years. I began waking up

with a smokers’ hack, and that scared me. I'd cough

and cough when I got up. At first I wanted still to deny

anything could happen to me and I would say, oh, I

must be getting a cold. But finally it dawned on me that

I was developing a smoker’s cough. And it was at that

point that my nursing training said to me, You can only

go downhill from this point forward if you continue to

smoke. It took me about a week to decide that the best

thing for me, if I wanted to stay healthy, was to quit.

So one day at noon after lunch I smoked the last

cigarette in a pack and said. Okay, that’s it. By 2

o'clock I was dying for a smoke, so I bummed a

cigarette from one of my clinical specialists and I

smoked it. I never smoked again after that.

I think when I asked that girl for that cigarette, it

dawned on me that I was dependent on something that

couldn't even talk back to me, and I'm a very indepen-

dent woman, I have always felt very independent, and

it devastated me to think I could be a dependent type

of personality. I think that triggered a decision that I

would not let cigarettes rule me. Of course my profes-

sion played an important role in that I understood that

with a smoker's cough, continuing to smoke could

only lead to lung disease. I'm sure I was hooked, but I

think my internal personality is such that 1 needed to

get off, and I needed to do it alone, and it had to be a

commitment that I made for myself.

I didn’t gain any weight. While I was smoking I had

gone to a weight loss organization to reduce and had

lost some 20 pounds. That was one thing I couldn't

allow myself to do, to gain weight, so I worked hard to

maintain my weight, not eating as a substitute for

smoking, and I accomplished that.

When I was smoking and would counsel patients on

the need for them to quit smoking, they'd pick up that

I was a smoker, they can smell it on your breath, on

your clothes, and they'd say. How can you tell me to

quit when you smoke? And I’d say, But I don't need to

quit, I didn’t have a heart attack. But that's not very

credible, because if it’s so bad, you wouldn't be

smoking. Now I always bring up that I'm an ex-

smoker, I know what it’s like to quit. I've been there

and fought it, and they can do it, too. So some say. Oh,

you smoked eight years, that's nothing. I've been

smoking 40 years, and I say. Okay, you may have a

harder time than I did. but it’s still possible. And I

bring in success stories of people who have quit.

But not many of them give up smoking. It would

only be a guess, but I would say between 10-20% of

our patients give it up, it's a very low percentage. The

addiction is so great, it's so internal, it takes a lot to

give up smoking.

I’ve never given up the liking to smoke. I like and

always will like the idea of being able to smoke. If it

weren't harmful to me I would be smoking today.

Jeff Glancz
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HELP FOR HOSPITALS

A 36-page manual titled Clean Air Health Care, a Guide to Establish-

ing a Smoke-Free Health Care Facility, can be ordered from the

Minnesota Coalition for a Smoke-Free Society 2000, Suite 314, 2221

University Avenue SE, Minneapolis MN 55414. Send $9.75 for one;

two or more are $8.75 each.

If this issue reaches you in time, race over to Baltimore on
November 18 to hear Dr. H. Richard Waranch of Johns Hopkins speak

on “Planning and Implementing a Smoke-Free Policy in a Health Care

Facility.” The Hopkins hospital went smoke-free last July, and Dr.

Waranch will tell you all about it. For more info: CME Office, (301)

955-2959.

for patients on doctors’ orders.”

Most of the hospitals that restrict

smoking set up designated smoking

areas near the cafeteria, the survey

responses indicated. Sometimes
these areas are reserved for visitors

only, but usually employees and oth-

ers smoke there, too. The survey

response of a 350-bed hospital in

Northern Virginia notes that em-

ployees, physicians, and visitors

must all go to the smoking section of

the cafeteria to smoke—“no other

place in the hospital.”

In those hospitals permissive

about smoking, are there any areas

designated for non-smokers? We
didn’t ask that question, and no such

areas were mentioned by the re-

sponding administrators.

Tobacco Sales

The selling of cigarettes and other

tobacco products, once a standard

source of hospital revenue, has

markedly diminished in Virginia hos-

pitals, this survey indicates. Of the

97 responding administrators, 80

(82%) reported that cigarettes are

not now for sale in their facilities.

Cigarettes are still being sold in 17

hospitals (18%); nine offer them in

gift shops and eight in vending ma-
chines. Of the three institutions in

which smoking is freely permitted,

only one also permits the sale of

tobacco products.

Discussion

Plainly, Virginia hospitals are

placing increasing restrictions on the

use of tobacco within their jurisdic-

tions. On 24 (25%) of the 97 returned

forms appear such comments as

“Implementing a policy change to

make the facility a smoke-free envi-

ronment”, “Medical staff is request-

ing more restrictive policy with goal

of smoke-free hospital,” “Moving
toward greater restriction”,

“Changing policy to discourage all

smoking,” “Currently in process of

eliminating employee smoking.”

But it’s a thorny undertaking.

“We are trying to restrict smoking

even further,” comments the admin-

istrator of a 175-bed hospital, “but

people do not want to bite the bullet

and fear that we will lose patients

and staff.” From a 58-bed hospital:

“The Tobacco Usage Committee fa-

vors even further restriction but has

not been able to obtain approval.”

And an administrator in Southwest

Virginia comments: “This is a small

town. If patients are not allowed to

smoke they will choose a hospital in

a town nearby.”

Most psychiatric facilities demon-

strate a particular reluctance to bear

down on smokers. “As a psychiatric

hospital,” commented the adminis-

trator of a 145-bed facility in his

response to the survey, “it would be

very difficult for us to eliminate

smoking totally.” The administrator

of a 198-bed psychiatric hospital

writes, “We have been struggling

with this issue . . . Visitors and a

chemically dependent population are

our biggest difficulty.”

Virginia hospitals have to consider

not only emotional but economic as-

pects that make the smoking issue

doubly hot to handle. On one hand,

this observation from a hospital in

Northern Virginia: “Very difficult to

enforce. Smokers become belliger-

ent. Non-smokers would like a po-

lice state.” On the other hand, as

noted by the administrator of a hos-

pital in South Hill: “Our area is

heavily dependent on tobacco agri-

culturally. Smoking is a natural phe-

nomenon here . . . We cope as best

we can.”

Four of the survey responses

called for help. “Please assist in

developing a program which will cre-

ate a smoke-free environment in

hospitals,” pleads one responder,

while another asks for “any informa-

tion about converting to a no-smok-
ing facility.” Two administrators

think legislative intervention would
help them. “This is one time I would
like to see a regulation passed for-

bidding all smoking in a hospital,”

comments one. The other asks for

“a law to ban smoking in hospitals

totally.”

Summary

Slowly but surely, Virginia’s hos-

pitals are moving toward smoke-free

status, despite the emotionalism and

economic ramifications particular to

a “tobacco state.” In 1981, when
Virginia Medical first began re-

porting on smoking in Virginia, 4 cig-

arettes were sold in virtually every

hospital in the state. Seven years

later, this survey revealed, only 17

of the 97 responding hospitals per-

mitted cigarette sales on their pre-

mises. That change is an indicator.
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Answers to Clinical Questions

By Grayson B. Miller, MD, and A. Martin Cader, MD

How often should a physician test high risk patients?

All high risk patients should be tested and the

sooner the better. Most patients will have seroconvert-

ed within 6-12 weeks after exposure. If the patient

tests negative, the possibility that seroconversion has

not yet occurred must be considered. Such patients

must be retested in another 12 weeks. If still negative,

a third test should be done after three months. Clearly,

seronegative patients must be counseled to avoid

behaviors which are at high risk for HIV infection.

Patients who test positive must be counseled about

how to prevent infecting others.

What tests are done to confirm the diagnosis of HIV
infection?

Only individuals whose blood tests positive for HIV
antibodies as demonstrated by at least two enzyme-

linked immunosorbent assay (ELISA) tests (done in

duplicate at the same time or singly at different times),

and a supplemental test of high specificity such as the

Western blot (WB) are considered to have HIV infec-

tion.

On occasion the WB test may be reported as inde-

terminate, rather than as negative or positive. This

simply means that HIV antibody was not reactive with

the minimum number of virus-specific protein bands

necessary to consider the test positive. Such patients

should not be considered as having HIV infection.

Instead, the WB test should be repeated within six

months. Recent infection with HIV is a common cause

of an indeterminate WB pattern. In these persons, the

repeat test within six months often yields a positive

blot pattern. Conversely, followup testing of uninfect-

ed persons whose serum has an indeterminate blot

pattern on initial testing usually will show no change in

the banding pattern.

Where can a physician send an AIDS or HIV-infected

patient for counseling?

Ideally, the counseling should be provided by the

Dr. Grayson is Director, Division of Epidemiology, and

Dr. Cader is Director, Communicable Disease Control, at

the State Department of Health, 109 Governor Street, Rich-

mond VA 23219.

patient’s physician. Physicians who do not feel com-
fortable in counseling AIDS/HIV-infected patients

may refer the patient to any of several facilities in

Virginia that provide this service. To inquire about a

convenient facility, call the local health department or

the State Department of Health’s toll free AIDS hot-

line, 1-800-533-4148.

Is it necessary for a physician to report patients testing

HIV positive?

The Board of Health has determined that physicians

may report to the Department of Health those persons

identified as infected with HIV when the physician

needs the department’s support in patient and contact

counseling and epidemiologic tracking.

What is the appropriate course of action for a physician

when a member of his/her staff has come into direct

contact with bodily fluids of an AIDS patient?

The person should be counseled regarding the risk

of infection and evaluated clinically and serologically

for evidence of HIV infection as soon as possible after

the exposure. The person should be advised to seek

medical evaluation for any febrile illness that occurs

within 12 weeks after the exposure. Such an illness,

particularly one characterized by fever, rash and

lymphadenopathy, may be indicative of recent HIV
infection.

The serological evaluations of these persons is the

same as outlined above for the evaluation of high risk

patients.

What vaccines are contraindicated for AIDS and HIB-

infected patients?

Live virus vaccines, such as oral polio vaccine

(OPV) and measles, mumps and rubella vaccines

(MMR), are contraindicated for AIDS patients. Inacti-

vated vaccines such as influenza and pneumococcal

vaccines may be administered to AIDS patients.

Asymptomatic HIV-infected patients may be admin-

istered any vaccine, unless it is contraindicated. How-
ever, the Immunization Practices Advisory Committee

of the US Public Health Service says that MMR
should be considered for all HIV-infected children,

regardless of symptoms.
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The Physician’s Legal Duties

By Sandra Kramer

As aptly stated by Dr. Donald M. Poretz, chairman of

the AIDS Committee of The Medical Society of Vir-

ginia, “AIDS is rewriting the book on the history of

mankind and both the medical and legal professions

are going to have to rewrite chapters of that book .” 1

The legal profession is just beginning that rewriting

process, and there are currently more questions than

clear answers for AIDS-related legal issues in clinical

practice. With or without clear answers, however,

Virginia physicians will have to deal with AIDS- and

HIV-infected patients and their families. This article is

intended to provide some practical legal guidance for

physicians until more certain answers become avail-

able. It is not intended, and should not be used, as a

substitute for consultation with legal counsel.

Duty to Diagnose

As a matter of case law in Virginia, in making a

diagnosis, physicians are required to “avail [them-

selves] of the scientific means and facilities open to

[them] for the collection of the best factual data upon
which to arrive at [their] diagnosis . .

,” 2 Accordingly,

physicians should become familiar with the standard

diagnostic procedures used to diagnose AIDS or HIV
seropositivity. This is particularly important for physi-

cians in those areas of practice likely to be in a position

to make the initial diagnosis of such conditions, such

as internal medicine, family practice and obstetrics.

Given the nature of the disease, the physician

should do everything possible to ensure that a diagno-

sis of AIDS or HIV infection is correct. There is at

least one case on the books, although not a Virginia

case, where a court held that a married couple had a

legal claim against a physician on the ground that he

had negligently diagnosed the wife as having syphilis .

3

Duty to Obtain Consent for Test

Specific informed consent is not customarily ob-

tained for blood tests. Given the nature of the decision

involved, however, and the potential adverse conse-

Sandra Kramer is an associate in the law firm of Mezzullo,

McCandlish and Framme, 700 East Main Street, Richmond
VA 23219.

AIDS emblem reproduced courtesy of General Idea.

quences to the patient, a physician would be well

advised to obtain a prior written consent specifically

relating to the performance of the HIV test .

4 As part of

obtaining an informed consent the physician should

explain that, as an inherent risk of using current AIDS
tests, a certain number of false-positive test results are

possible.

Duty to Provide Care

As one might expect in dealing with a fatal disease

for which there is no known cure, the issue of whether

physicians have a duty to provide care to persons with

AIDS or HIV infection is highly charged and contro-

versial. On one side is the traditional right of the

physician to decide whom he will serve .

5 On the other

side is the importance of protecting the civil liberties of

persons with AIDS or HIV-infection. Probably the

best source of guidance available today is the Ameri-

can Medical Association's Council on Ethical and

Judicial Affairs, whose position is as follows:

A physician may not ethically refuse to treat a patient

whose condition is within the physician’s current realm of

competence solely because the patient is seropositive. Per-

sons who are seropositive should not be subjected to dis-

crimination based on fear or prejudice . . . Physicians who
are unable to provide the services required by AIDS patients

should make referrals to those physicians or facilities

equipped to privide such servicesf

In terms of a legal requirement for physicians to

treat AIDS- and HIV-infected persons, the issue has

not yet been decided, but it is conceivable that the

Federal Rehabilitation Act’s prohibition against dis-

crimination on the basis of a person’s “handicap"

could be applied to physicians who refuse to treat such

persons .

7 There is apparent consensus in the legal com-

munity that AIDS would be considered a handicap

under this act, and there is near-

consensus that HIV seropositivity would be consid-

ered a handicap as well.

Duty to Keep Confidential, to Report, to Warn
Although neither the subject of a particular statute*

nor well developed in Virginia case law, it is generally

understood that there is an obligation on the part of

physicians to keep confidential the medical records
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How to Report

AIDS and

HIV Infection

in Virginia

Who should report? Every Virginia phy-

sician is required by law to report any case

or suspected case of AIDS under his or her

care. HIV infection is reportable by law in

Virginia when the physician needs the local

health department’s support inpatientcoun-

seling and epidemiologic tracking. Reports

are kept confidential, as the law specifies.

What should be reported? The presence

of a reliably diagnosed disease at least

moderately indicative of an underlying

cellular immune deficiency, with no other

known underlying cause of cellular im-

mune deficiency nor any other cause of

reduced resistance associated with that

disease, should be reported as AIDS.

Only patients who have positive blood

tests for HIV antibodies as demonstrated

by at least two enzyme-linked immuno-

sorbent assays (done in duplicate at the

same time or singly at different times) and

another testing procedure, such as the

Western blot, should be reported as having

HIV infection.

When should I report? As soon as pos-

sible after you first provide care for the

patient.

Where should I report? To the local

health department serving the jurisdiction

in which your practice is located.

Prepared for VIRGINIA MEDICAL by the

Virginia Department of Health

and confidences of their patients. There are a variety

of legal theories upon which a patient could attempt to

sue a physician who disclosed the nature of an AIDS-
or HIV-infected person’s illness to others. These

include invasion of the right to privacy,
9 breach of an

implied contract to maintain confidentiality, or even

defamation. Because of the readily foreseeable nega-

tive consequences to the patient, i.e., discrimination in

employment, housing, etc., it is likely that a court

would find a duty on the part of the physician (and his

staff) to keep such information confidential in the

absence of “overriding social consideration.’’
10

When, then, should a physician disclose the medical

status of a patient with AIDS or HIV infection? First,

under curent Virginia law, physicians are required to

report any patient diagnosed as having AIDS or whom
they “reasonably suspect’’ of having AIDS to their

local health department within seven days.
11 They

may report “to the local health department to identity

of any patient . . . who has tested positive for expo-

sure to human immunodeficiency virus as demonstrat-

ed by such test or tests as are approved by the Board

for this purpose.” 12
In either case, the physicians are

immune from civil liability or criminal penalty for such

reporting, unless it was done with malicious intent.
13

The Virginia Department of Health is required by

statute to keep both the name of the patient and the

name of the physician confidential.
14

There are differences of opinion as to the physi-

cian’s legal obligation to warn third parties potentially

endangered by a patient who has AIDS or who carries

HIV. Some feel that liability for failure to warn a third

party is remote where the physician has informed a

competent adult patient of the need to inform his/her

partner.
15 However, at least one commentator has taken

the position that “the deadly nature of the disease

mandates that doctors elevate their standard of care

regarding warning others of the risks.”
16 There is a

body of case law dealing with the physician’s duty to

warn others of exposure of communicable or infec-

tious diseases.
17 These cases usually deal with the

physician’s failure to warn care-givers of the commu-
nicable nature of a disease and methods to prevent the

spread of that disease to the care-giver or members of

the immediate family. However, in some cases the

rules applied appear broad enough to apply in the

AIDS/HIV context. For example, one Arkansas case

sets forth the following rule:

On account of his scientific knowledge and his peculiar

relation, an attending physician is, in a certain sense, in

custody of a patient afflicted with infectious or contagious

disease. And he owes a duty to those who are ignorant of

such disease, and who by reason offamily ties, or otherwise,

are liable to be brought in contact with the patient, to

instruct and advise them as to the character ofthe disease .

18

In the absence of a clear legal directive, the guide-

lines set forth by the Centers for Disease Control and

the AMA may prove persuasive to a court. The CDC
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has advised that if persons who are HIV infected “are

unwilling to notify their partners or if it cannot be

assured that their partners will seek counseling, physi-

cians or health department personnel should use confi-

dential procedures to assure that the partners are

notified.”
19 The position taken by the AMA Council on

Ethical and Judicial Affairs is as follows:

Where there is no statute that mandates or prohibits the

reporting ofseropositive individuals to public health authori-

ties and a physician knows that a seropositive individual is

endangering a third party, the physician should: 1 ) attempt

to persuade the infected patient to cease endangering the

third party; 2) ifpersuasion fails, notify authorities; and 3) if

the authorities take no action, notify the endangered third

party.
20
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Pending AIDS Legislation

in Virginia

Nine AIDS-related measures were carried over

by the 1988 General Assembly, and a joint sub-

committee to study Virginia’s AIDS problem

was established by the legislators. Under the

chairmanship of Del. J. Samuel Glasscock (D-

Suffolk), the 15-member subcommittee has held

public hearings in Norfolk and Alexandria; on

the 15th of this month, it is to begin considering

these pending bills, and may well develop some
new legislation, with a view to making recom-

mendations to the 1989 General Assembly. Here

are the nine carryover bills.

HB469. Creates a criminal penalty for knowingly

exposing another person to HIV infection. Spon-

sor: David Brickley (D-Woodbridge)

HB470. Requires testing for exposure to HIV of

convicted prostitutes and intravenous drug users

convicted of drug violations. Brickley

HB675. Requires HIV testing prior to July 1,

1989. of all Virginia residents of 5 years old and

older. Robert Cunningham, Sr. (R-Springfield)

HB696. Requires HIV testing for exposure to

HIV prior to obtaining a marriage license. Jack

Kennedy (D-Norton)

HB697. Requires HIV testing of all hospital

patients prior to surgery. Kennedy

HB969. Requires testing of prisoners in local

correctional facilities for exposure to HIV on

admission and periodically thereafter, and regu-

lation of prisoners who test positive. S. Vance

Wilkins, Jr. <R-Amherst

)

HB970. Requires HIV testing of persons charged

with sexual assault, drug abuse, or prostitution.

Wilkins

HB971. Requires testing for exposure to HIV
infection of persons convicted of sexual assault,

certain crimes against morals and decency, and

drug-related crimes. Wilkins

HB1048. Requires all licensed or certified health

professionals to disclose to patients positive HIV
test results and requires all patients to disclose

positive test results to such health professionals.

Wilkins
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Neural Transplantation

in the

Cerebral Ventricular Systran

David E. Scott, PhD, Wutian Wu, MD, and Arthur Gilman, MD,
Norfolk ,

Virginia

The recent report from Sweden of neural transplantation to benefit patients

with Parkinson’s disease spurred researchers to application of the technique to

other neuropathies. In Virginia, three investigators have focused on the corre-

lates of interaction between normal fetal neural elements and cellular compo-
nents of the brains of rats with diabetes insipidus. Some of the hosts exhibited

recovery of function after grafting, characterized by decreased water consump-
tion and increased urine specific gravity. The authors discuss the morphology
underlying that recovery.

I
n 1984 Backlund 1 and his colleagues at the Uni-

versity of Bergen and the Karolinska Institute

neurosurgically introduced homografts of pure

adrenal medullary suspensions into the corpora striata

(to include the rostral caudate nucleus) of patients

suffering with severe Parkinson’s disease. Although

the results of this pioneering technique were essential-

ly equivocal and the amelioration of the disease tran-

sient, this approach represented an historical event in

the application and implication of neural transplanta-

tion for a broad range of human neuropathies. Their

clinical programs centered around the grafting of ho-

mologous adrenal medullary cell suspensions which

are neural crest in origin.

The history of transplantation of fetal or perinatal

neurological tissue can be traced back through an

From the Departments of Anatomy and Cell Biology (Drs.

Scott, Wu and Gilman) and Neurosurgery (Dr. Gilman),

Eastern Virginia Medical School, PO Box 1980, Norfolk VA
23501. Address correspondence to Dr. Scott.
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abundant literature to the turn of the century. Dr.

Elizabeth Hopkins Dunne 2
at the University of Chica-

go was one of the investigators to first describe the

transplantation of cerebral cortical tissue from perina-

tal rats into the brains of litter mates. Her elegant

pioneering work, which focused upon neovasculariza-

tion and cortical organization, was a landmark. Her

research was initiated in 1903 and was later published

in 1917. During the last three-quarters of a century,

many hundreds of published reports have emerged

which have described various aspects of this intriguing

technology in a wide range of vertebrate species under

a number of different physiological and pharmacologi-

cal paradigms. For a review see Gladek and Gash. 3
It

should be noted that the majority of these publications

have emerged since 1970.

Using the Brattleboro strain of Long-Evans rat that

expresses autosomal homozygous diabetes insipidus

(DI)
4
as well as hypophysectomized animals, we have

studied the morphological correlates and physiological

alterations that occur when hypothalamic tissue from

normal 15-day post-coitus (PC) fetal rats is grafted
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1

A

Fig. 1A (top). Photomicro-

gram of coronal section of en-

docrine hypothalamus. V O
third cerebral ventricle; ME
0 underlying median emi-

nence; arrows 0 local hy-

pophyseal portal vessles. x40.

Fig. IB (lower left). Photomi-

crogram of neural graft (G)

20 days post surgery. Vessels

(arrow) from ME invading

substance of graft. xIO. Fig.

1C (lower right). In mid-

range photomicrograph of

same graft (arrows), vessels

apparently hypophyseal in ori-

gin penetrate ventral regions

and enter lateral aspect from

paraventricular striatum (PS),

x 100.

stereotaxically into the third cerebral ventricle of DI

host rats. The focus of our investigations has been

towards the understanding of early neurovascular and

neuroanatomical interactions which occur between the

transplant and the host, together with the intrinsic

biochemical neuroanatomy of various peptide hor-

mones that are sequestered and synthesized by specif-

ic neuronal pools within the developing fetal trans-

plant.

Using correlative scanning-transmission-immuno-

electron microscopy as well as microangiography, we
have been able to assess the ultramicroscopic anatomy
of fetal transplants between one and 90 days following

their stereotaxic placement into the third cerebral

ventricle of DI recipient hosts. We have found that

fetal neural grafts are opportunistic and early on,

within 24 to 48 hours, derive their blood supply from

surrounding regions of the hypothalamus to include

preoptic, peri-1 and para-ventricular stratum and the

underlying median eminence of the host hypothala-

mus. The median eminence of the hypothalamus,
which forms the floor of the third cerebral ventricle, is

a well-established neuroendocrine transducer and one

of the family of so-called circumventricular organs

which serve to integrate blood, brain, and cerebrospi-

nal fluid/ The median eminence is regarded as the

final common neuroendocrine pathway which orches-

trates adenohypophyseal function. We have found that

the early neuroanatomical patterns of vascular devel-

opment (Figs. 1A, IB, 1C) set the stage for long-term

survival of neural grafts. Blood vessels that arise from

the hypophyseal portal plexus of the underlying medi-

an eminence penetrate these grafts and in their distal-

ward growth become altered and change their basic

barrier properties. Ordinarily, hypophyseal portal cap-

illaries derived from the underlying median eminence

are fenestrated and quite “leaky" to the movement of

neuropeptide hormones synthesized by surrounding

hypothalamic neuronal pools such as the supraoptic,

paraventricular and infundibular nuclear regions. Hy-

pothalamic releasing factors as well as other oligopep-

tide hormones easily traverse these fenestrated capil-

laries in the median eminence that constitute the sole

and exclusive blood supply of the anterior pituitary.
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Fig. 2. Transmission electron microgram of neuropil of graft

in host rat 20 days after sterotaxic placement of fetal hypotha-

lamic tissue. Note dilated neurite filed with mitochondria (M)

and large dense neurosecretory vesicles (DV), some of which

appear to be undergoing autophagic change. DV also seen in

smaller neurites (stars), x 21000.

Fig. 3A (top below). Photomicrograph of 50-micron vibra-

tome section of mediobasal hypothalamus of DI rat implanted

with fragments of 15-day fetal hypothalamus reacted with

antisera against tyrosine hydroxylase. Large neural graft (G)

harboring TH-positive neurons (arrows) distends walls of

cerebral ventricle (O). x40. Fig. 3B (bottom). Photomicro-

graph of vibratome section reacted with antisera against

arginine vasopressin (AVP). Note cluster of AVP neurons

(arrows) in graft. B = blood vessel. x400.

Fig. 4. Transmission electron microgram of neuropil of graft

20 days after sterotaxic placement into ventricle of DI host rat.

Axosomatic synapse (star) terminates on plasmalemma of

magnocellular neuron (N). D = dendrite; ER = endoplastic

reticulum, x 21000.
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Fig. 5. Scanning electron microgram of dorsal thalamic wall

showing cuboidal ciliated ependyma (E). C = cilia; MV =

microvilli; V = ventricular lumen. x6000.

These same barrier properties exist for vessels that

arise from the median eminence that enter the sub-

stance of these viable fetal neurografts. However,

fenestrated capillaries are restricted to the base of

these grafts (Fig. 2) and are not found within more

dorsal areas because capillaries lose their fenestra

during their distalward growth into graft parenchyma.

It appears, however, that even though anatomically

restricted to the ventral regions of the grafts, these

neurovascular zones are sufficient for the transduction

of peptide hormones, specifically vasopressin, into the

systemic blood supply of the host and hence, over time

we observe significant changes in the physiological

parameters of urine specific gravity and urine volume

(output) following neural transplantation.

We have employed antisera against tyrosine hydrox-

ylase (TH) for the demonstration of dopaminergic

neurons as well as arginine vasopressin (AVP) for the

immunocytochemical demonstration of vasopressiner-

gic neurons which, ordinarily in the DI host rat, are

non-functional due to a genetic defect. It has been

shown by German workers6
that the prohormone (the

so-called carrier hormone neurophysin in the mutant

strain) is incapable of protecting AVP against enzy-

matic degradation. Hence, as quickly as AVP is syn-

thesized in the cell body it is enzymatically degraded

extragranularly. Normal fetal transplants of the anteri-

or hypothalamus possess supraoptic neurons that are

functional and replace that function lost due to con-

genital disease in the DI rat. By employing antisera

against TH and AVP, we have been able to document

the presence of large numbers of catecholaminergic

neurons (Fig. 3A) but relatively sparse numbers of

surviving AVP positive neurons (Fig. 3B) in viable

grafts. Alternate sections used for transmission elec-

tron microscopy have demonstrated that surviving

magnocellular AVP positive neurons, although few in

number, harbor a significant number of organelles and

inclusions that characterize active protein synthesis

and heightened metabolic activity (Fig. 4). Other

neuroanatomical events occur within the third cerebral

ventricle following neural grafting. As observed with

scanning electron microscopy, the graft itself may
become implanted upon the cerebral ventricular wall,

which exhibits significant regional structural diversity.

The dorsal thalamic wall (Fig. 5) is comprised of

cuboidal ependymal cells w ith a rich nap of cilia; these

give way to non-ciliated specialized ependymal cells

called tanycytes. The latter constitute the floor and

lower lateral walls of the third cerebral ventricle (Fig.

6). In conjunction with graft placement, large numbers

Fig. 6. Scanning electron microgram of transitional zone

between thalamus and hypothalamus. Note reduction in ciliat-

ed (C) ependymal cells (E), which give way to tanycytes

exhibiting microvilli (MV). x3500.



Fig. 7. Scanning electron mi-

crogram of floor of infundibu-

lar recess showing three CSF-

contacting supraependymal

neurons (N) which have

emerged from underlying

neuropil and exhibit neuritic

processes (arrows) that serve

as connecters. X4500. Inset:

High magnification of peri-

karyon of CSF-contacting

neuron on surface of third ce-

rebral ventricle 20 days after

fetal graft. Axosomatic synap-

ses (*) terminate on neuron’s

cell body (star). X8500.

of CSF-contacting neurons are observed to emerge
from the underlying hypothalamic parenchyma (Fig.

7). This high degree of neuronal plasticity is regarded

as a direct neuroanatomical response to the changing

biochemical milieu of the host CSF and, more specifi-

cally, the availability of arginine vasopressin to the

host. Ordinarily, large populations of CSF-contacting

neurons are not observed on the floor of the third

cerebral ventricle of normal rats. This apparent com-
pensatory plasticity of host neurons has been observed
to occur following other physiological manipulations

of experimental animals.
7-10

This investigation continues to focus on some basic

underlying mechanisms of recovery of neuroendocrine

function, neurovascular reorganization and neuronal

plasticity in a well-known disease model. A rich litera-

ture has recently emerged describing transplantation

of various homologous and heterologous endocrine

tissue within the mammalian central nervous system.

A quarter of a century ago medial students were taught

that the organization of the brain and the many billions

of neurons that constitute the integrative circuitry of

this system were inmmutable and in rigid neuroanato-

mical configuration. Today we know that in direct
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contrast to this, the brain is a highly plastic, dynamic

organ system that is morphologically responsive to a

variety of stimuli during the normal aging process

including neural transplantation. Furthermore, in this

context the mammalian central nervous system was

for many years conceptualized as an immunologically

privileged site due to the presence of a blood brain

barrier. However, recent observations suggest that

despite carefully conceived experimental manipula-

tions, rigid controls and aseptic conditions, cross-

strain or cross-species neural transplantation can trig-

ger frank cell-mediated immune responses. These

responses are characterized by an acute inflammatory

reaction involving the invasion of neural grafts by

histiocytes coupled with lymphocytic-fibroblastic infil-

tration. Immune privilege in the brain of mammals
probably does exist and hence should be acknowl-

edged, but it must be measured in degrees rather than

in absolute terms. It has been our experience over

prolonged periods of time following neural grafting

with cross-strain or cross-species grafts that antigens

can leak into the systemic circulation of the host. Once
the immune system of the host “sees” these antigenic

proteins, the brain predictably responds with vigor and

rejection of the neural graft will ensue.

Neovascularization of neural grafts is a critical issue

and obviously sets the stage for long-term graft surviv-

al. There is ample evidence that vascularization of

fetal grafts in the DI host rat is not a random and

functionally disorganized event but rather a precise

pattern of controlled growth and organization based on

the establishment of a bonafide biomolecular matrix,

upon which vascular primordia grow and proliferate.

Such patterning of ground substances, whether they

are mucopolysaccharides, proteoglycans or simple

oliogopeptides such as laminin, fibronectin or the

newly characterized and synthesized peptide, angio-

genin," are thought to function as a template for the

expression of primordial endothelial growth during

neovascularization of fetal hypothalamic neural grafts.

There is also accumulating evidence that glial cells,

especially astrocytes, may be involved in this induc-

tive process and may be the actual source of this

matrix. However, their precise participation is not yet

understood.

The model of neural transplantation employing the

DI rat brain as a host substrate for growth and

development offers the opportunity to assess the in-

trinsic vascular and neuronal interactions that can

occur over time in a selectively isolated population of

grafted nerve cells.

Low survival rates for magnocellular supraoptic

neurons probably depends in large part upon a number
of contributing factors. First, these cells are signifi-

cantly larger than other neurons of the hypothalamus;

basically, their large size and metabolic requirements

may mitigate against successful survival of large num-
bers of them in a dynamic biochemical environment

within the graft, coupled with the presence of other

neuronal and glial populations that actively compete
for the developing local blood supply. Survival of

these large specialized neurons may also be influenced

by the time it takes for neural grafts that harbor them
to become vascularized. During early development,

graft survival is dependent in large part upon circulat-

ing levels of cerebrospinal fluid to provide adequate

oxygen and nutrients. Another factor influencing sur-

vivability of vasopressinergic neurons in these neural

grafts may be dopaminergic input, which is vital to

these cells during normal patterns of growth and

development. Our investigations with immunocyto-

chemistry have shown that catecholaminergic afferent

fields which are TH positive (presumably dopaminer-

gic) terminate upon AVP-positive surviving neurons at

different ages. This has been confirmed with transmis-

sion electron microscopy, which has shown numerous

axosomatic and axodendritic synapses that terminate

upon these large hybrid neurosecretory neurons (Fig.

8 ).

It is also evident that synaptogenesis occurs only

after 14 days of growth following transplantation.

Despite this fact, we begin to see significant improve-

ment in urine specific gravity and a decrease in urine

production within 24 to 48 hours following transplanta-

Fig. 8. Transmission electron micrograni of neurovascular

zone in ventral portion of transplant 20 days after intraven-

tricular placement. Note numerous axon terminals filled with

dense core vesicles (DV). Cap = capillary; C = collagen; MV
= microvesicles; PS = perivascular space, x 21000.
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tion (Tables 1 and 2). Hence it appears that the

functional repertoire and integrity of supraoptic (va-

sopressinergic) neurons is not solely dependent upon

synaptic input from other regions of the graft or, for

that matter, from surrounding areas of the host hypo-

thalamus.

Despite low survivability of vasopressin-producing

supraoptic neurons, it would appear that in some

animals a critical mass survives, capable of orchestrat-

ing changes in water balance and drinking behavior.

To date there remains a significant lack of data

654321 12345678 9 10 11 12 13 14 15 16 17 18 19 2021

t

Transplant

Days

T ransplant

Days

dealing with many significant areas, for instance, the

neurovascularization of grafts, which is the most criti-

cal and primary factor in survival and the ultimate

recovery of function. The efficacy of employing em-

bryonic subhuman primate brain tissue as a donor

source coupled with immunosuppression of human
recipient hosts may become challenging technical is-

sues, and the use of human fetal neurological material

as donor tissue will test a multitude of ethical princi-

ples. Despite these caveats, it appears that neural

grafting can become a viable application in the future

for Parkinson’s disease and a variety of other human
neuropathies.
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Mammography Versus

Physical Exam at a

Community Hospital

Mary Ella Zelenik, MD, and
John M. Mathis, MD, Salem , and

John W. Barnard, Jr., BA, Richmond

In a study of 11,000 screening mammo-
grams made at a community hospital, the

authors found that 44 patients had cancers

but only five had positive lymph nodes or

other tumor spread. In the same three-year

period, 164 women presented at the hospital

with palpable breast masses and 72 of these

evidenced spread of the disease.

Over the past few years screening mammography
has become recognized as a vital tool in the early

detection of breast cancer. Several studies have dem-
onstrated conclusively that mammographic detection

of clinically occult lesions results in improved patient

survival. The widely publicized Breast Cancer Detec-

tion Demonstration Project (BCDDP) screened over

200,000 women in the mid 1970s
1 and in a five-year

followup reported a 27% decrease in breast cancer

deaths.

2

Another large screening mammography pro-

ject conducted in Sweden has reported a 31% reduc-

tion in breast cancer mortality at seven-year followup.
3

These improved survival figures are attributed to the

smaller size of the lesion at detection. Axillary lymph
node metastasis is found less often with cancers of

small size.
4
Minimal breast cancers, defined as carci-

noma in situ or invasive lesions of less than I centime-

ter in size.
5 have a five-year survival rate of better than

90% of patients.

6

The growing body of evidence supporting the effica-

cy of screening mammography has prompted the

American Cancer Society to propose the following

guidelines:
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1 . A baseline mammogram by age 40 for asympto-

matic women, and as early as 35 for women with risk

factors.

2. Annual or every-other-year mammograms from

age 40 to 49, depending on risk factors.

3. Annual mammography from age 50 onward.

In spite of its well-publicized and documented ad-

vantages, 8 screening mammography remains an under-

utilized modality. This is apparently due to lack of

conviction on the part of many physicians regarding

the true efficacy of mammography and to concern for

its cost.
9

In an effort to encourage greater physician compli-

ance our community hospital, the Lewis-Gale Hospital

in Salem, Virginia, and its radiologists jointly agreed to

significantly reduce the cost of screening mammo-
grams and embarked on a physician education pro-

gram. These efforts resulted in a tenfold increase in the

number of screening exams performed at our institu-

tion. The following is a summary of the cancer detec-

tion rate of nonpalpable lesions through the use of

screening mammography in a community hospital, and

a comparison of the incidence of axillary lymph node

metastasis between breast cancers detected by screen-

ing mammography alone and those found by physical

exam.

Materials and Methods

Eleven thousand women age 35 and over underwent

screening mammography at our institution from Janu-

ary 1984 through December 1986. The program was

based on screening guidelines established by the

American Cancer Society. Some of the patients had

had prior mammograms, while for others this repre-

sented their first exam. All patients accepted for

screening had been referred by a physician after a

negative breast physical exam.

Positive mode xeromammography and a dedicated

Xerox mammogram x-ray unit were utilized. The

screening exam consisted of a medial-lateral and crani-

al-caudal view of each breast.

Mammographic characteristics considered suspi-

cious for malignancy were: 1) four or more clustered

microcalcifications; 2) a spiculated or irregular mass of

any size; 3) a smooth mass of greater than 1 centime-

ter; and 4) an area of asymmetric density in one breast.

As the lesions were clinically occult, a localization

procedure was generally performed immediately prior

to any biopsy. This entailed the placement of a Kopans

hooked wire within 1 centimeter of the suspicious

area, with mammographic confirmation of adequate

wire placement.

Results

Of the 1 1.000 screening exams performed. 206 (2%)

patients were found to have mammographic abnormal-

ities considered suspicious enough to warrant needle

localization and biopsy. Forty-four (21%) of those
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patients were proved to have cancers. Six of the

patients underwent lumpectomy and radiation therapy

only, hut the remaining patients (38) had mastectomy

and lymph node dissection. Of those patients, only

live ( 13%) had positive lymph nodes or other evidence

of tumor spread beyond the breast. Two of these

presented as microcalcilications and the other three

were spiculated or irregular masses.

In the same three years at our hospital, 164 patients

presented with palpable breast masses which were

diagnosed as breast cancer. Seventy-two (44%) of

these had evidence of tumor spread to axillary lymph

nodes at time of surgery. This represents a threefold

Table I. Axillary Lymph Node Kindiums. Screening Mammography
vs Physical Exam, In a Community Hospital.

+ nodes nodes

Screening Mammography: 38 clinically

occult breast cancers detected

5 (13%) 33 (87%)

Physical Exam: 164 palpable breast

cancers

72 (44%) 92 (56%)

greater incidence of breast cancer metastasis when
compared to the screened group (Table I).

Discussion

Breast cancer strikes one in every eleven women in

this country and accounts for over 30,000 deaths a

year. Despite 50 years of aggressive surgical and

medical therapy of palpable breast cancers, there has

been little change in the mortality figures, and it

remains the second leading cause of cancer death

among women.
Most biopsy series of nonpalpable mammographic

lesions report a 20-30% cancer detection rate
10-12

which correlates well with this institution’s detection

rate of 21%.

Breast cancer prognosis correlates directly with

lesion size and extent of regional lymph node involve-

ment. Five-year survival for a woman with axillary

lymph node metastasis is 53%, compared to 90-93%
survival for patients with the diagnosis of minimal

breast cancer without evidence of regional lymph node

disease.
13

In our series, a woman with a palpable breast cancer

was three times more likely to have axillary lymph

node metastasis than the patient with a breast cancer

detected by mammography alone. Our statistics rein-

force the growing body of literature documenting the

clear advantage of detecting breast cancers before

they arc clinically apparent, and mammographic eval-

uation of the breasts is currently the only modality

capable of identifying such small lesions reliably.

The efficacy of screening mammography as a breast

cancer detection tool seems obvious. In our hospital

screening mammography is now considered the stan-

dard of care for all female patients of appropriate age.

References

1. Baker L. ACS National Task Force on Breast Cancer

Control: Breast Cancer Detection Demonstration Pro-

ject. Five year summary report. Cancer 1982;32:194-230

2. Rhodes Ml), Lopez JM, Blackwell CW et al. The impact

of breast cancer screening on survival: a five-to-ten year

followup study. Cancer 1986;57:581-585

3. Tabar L, Gad A, Holmberg LH et al. Reduction in

mortality from breast cancer after mass screening with

mammography. Lancet 1985;1:829-832

4. American Joint Committee for Cancer Staging and End
Results Reporting: Staging of Cancer of the Breast. In

Manual for Staging Cancer. Philadelphia, .1. P. Lippin-

cott Co., 1983, pp 127-133

5. Luoma A. Experience with fine-wire localization breast

biopsies for nonpalpable breast lesions detected mam-
mographically. Can J Surg 1986;29:315-318

6. Frazier TG, Copeland EM, Galloger HS et al. Diagnosis

and treatment in minimal breast cancer. Am J Surg

1977;133:697-701

7. American Cancer Society. Mammographic guidelines.

Cancer 1983;33:4-9

8. de Paredes ES, Frazier AB. Screening for breast cancer

in Virginia. Va Med 1987;114:523-527

9. Cummings KM, Funch DP, Mettlin C et al. Family

physicians’ beliefs about breast cancer screening by

mammography. J Fam Prac 1983; 17(6): 1029-1034

10. Dcrshaw I): Nonpalpable, needle-localization mammo-
graphic abnormalities: pathologic correlation in 219 pa-

tients. Cancer Invest 1986;4:1-4

11. Meyer JE, Kopans DB, Stomper PC, Lindfors KK.
Occult breast abnormalities: percutaneous preoperative

needle localization. Radiol 1984;150:335-337

12. Wilhelm MC, de Paredes ES, Pope T, Wanebo HJ. The

changing mammogram: a primary indication for needle

localizations biopsy. Arch surg 1986;121:1311-1313

13. Cancer Statistics, Cancer 1986;36:9-25.

544 Virginia Medical, November 1988



Physician’s Guide to the Natural Death Act

From the time it became effective in 1983, the

Natural Death Act (Virginia Code §54-325.8:1) has

offered a statutory “safe harbor” for the Virginia

physican who complies in good faith with its provi-

sions.

The Act defines “terminal condition” as “a condi-

tion caused by injury, disease or illness from which, to

a reasonable degree of medical certainty, (i) there can

be no recovery and (ii) death is imminent.”

“Life-prolonging procedure” is defined by the Act

as “any medical procedure, treatment or intervention

which (i) utilizes mechanical or other artificial means

to sustain, restore or supplant a spontaneous vital

function or is otherwise of such a nature as to afford a

patient no reasonable expectation of recovery from a

terminal condition and (ii) when applied to a patient in

a terminal condition, would serve only to prolong the

dying process; however, nothing in this act shall

prohibit the administration of medication or the per-

formance of any medical procedure deemed necessary

to provide comfort care or to alleviate pain.”

These are the steps the law requires:

1. A patient makes a declaration directing the with-

holding or withdrawing of life-prolonging procedures

in the event of a terminal condition. If the declaration

is written, it must be signed by the patient and two

witnesses, neither of which may be the patient’s

spouse or blood relative but one of which may be the

physician.

If the declaration is oral, it is valid only (i) if made

after the patient has been diagnosed as having a

terminal condition and (ii) if it is made in the presence

of a physician and two witnesses, neither of which

may be the patient’s spouse or blood- relative.

2. If the patient has made a valid declaration and is

competent, the attending physician must then certify

in writing that the patient has a terminal condition

before withholding or withdrawing a life-prolonging

procedure.

3. If the patient has made a valid declaration but is

“comatose, incompetent, or otherwise physically or

mentally incapable of communication,” the attending

physician must certify in writing that the patient has a

terminal condition and must also have one other

physician examine the patient and do likewise before

withholding or withdrawing a life-prolonging proce-

dure.

4. In the case of a patient who is comatose, incom-

petent or otherwise physically or mentally incapable of

communication and who has not made a written or oral

declaration, the Act designates these persons, listed in

order of priority, with whom the attending physician

must consult and agree prior to withholding or with-

drawing a life-prolonging procedure:

1 ) any guardian or committee judicially appointed on

behalf of the patient;

2) anyone designated in writing by the patient to

make the treatment decision;

3) the patient’s spouse;

4) an adult child of the patient or a majority of the

children who are reasonably available for consulta-

tion;

5) the parents of the patient;

6) the nearest living relative of the patient.

If no one in the first category is “reasonably avail-

able, willing and competent to act," the physician may
go to the next priority, and then the next, until an

appropriate person is located.

But when the physician must turn to any of the

family members in the last four categories, the physi-

cian (i) must insure that there are two witnesses

present when the treatment decision is made with

those family members, and the patient's spouse and

blood relatives may not serve as either of these

witnesses, and (ii) must get consent from two persons

in any of the last four categories if two are reasonably

available.

Two points should be emphasized. First, the Act

does not apply to patients who are under 18 years of

age. Second, if a physician does not want to direct the

withholding or withdrawing of life-prolonging proce-

dures as authorized by this Act, he has no obligation to

do so; he must, however, offer to transfer the patient

to another physician.

The Act does not eliminate any immunity a physi-

cian already may have under the common law.

Attorneys Sandra Kramer and Allen C. Goolsby III

developed this legal information for the Jane 1983

issue of Virginia Medical. It has been slightly revised

for subsequent reprintings.

B
Still available at Virginia

Mf.dical is the patient brochure

with the declaration that

implements the Natural Death

Act. To receive up to 100 copies

free of charge, send your order

to the Executive Editor, 4205

Dover Road. Richmond VA
23221.
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Pleural Effusion in

Polycystic Kidney
Disease: Case Report

Byron T. Westerfield, MD,
and Stuart M. Bergman, MD,

Martinsville, Virginia

Autosomal dominant polycystic kidney disease is

a common disorder effecting one in 400 individ-

uals. Cysts involve both kidneys, may be large or

small and are numerous. Rupture of renal cysts is a

frequent occurence and can cause a variety of signs

and symptoms. To our knowledge pleural effusion has

not been associated with this disease. We report a case

of newly diagnosed polycystic kidney disease present-

ing with abdominal pain and right-sided pleural effu-

sion.

Case History

Two days prior to admission a 42-year-old previous-

ly healthy white female developed a sharp pain in the

right upper quadrant when turning on a lounge chair.

The pain increased during the next two days, and her

gynecologist admitted her for diagnosis. She reported

no fever, nausea, vomiting, diarrhea, dysuria, hematu-

ria or respiratory symptoms. The woman had no prior

medical problems and had had two uncomplicated

pregnancies and a tubal ligation.

On admission vital signs were normal and the pa-

tient appeared comfortable. A soft systolic murmur
was present; the lung fields were clear. There was

From the Departments of Medicine and Surgery, Memor-
ial Hospital of Martinsville and Henry County. Address

correspondence to Dr. Westerfield, who has relocated and

should be addressed at PO Box 23853, Lexington KY 40523.

Submitted 2-23-88.

marked tenderness in the right upper quadrant. No
masses or organomegaly were present; bowel sounds

were normal. Pelvic exam was normal.

Laboratory data on admission included Hgb 10.8

gm, Hct 33.5% (normal indicies), WBC 8,400 with

normal differential. Electrolytes and chemistry profile

were normal. Urinalysis revealed 2+ blood and 6-7

wbc/hpf; no casts were present. Electrocardiogram

was normal. Chest radiograph revealed a small right-

sided pleural effusion (Fig. 1).

On admission the patient was felt to have acute

cholecystitis. She was treated with intravenous fluids

and cephalosporin. Ultrasound of gallbladder and oral

cholecystogram radiographs were normal. Thoracen-

tesis revealed dark yellow fluid with the following

values: WBC 975 (22% PMN, 78% mononuclear);

RBC 4,030; glucose 111 mg/dl; protein 3.6 g/dl (serum

protein 6.9 g/dl); LDH 184 U (serum LDH 85 U).

The patient’s tenderness gradually resolved during

the next several days. An intravenous pyelogram

suggested a mass effect in the left kidney. Ultrasound

of the kidneys confirmed the presence of multiple

cysts. A CT scan of the abdomen (Fig. 2) demonstrat-

ed multiple cysts in kidneys, liver, pancreas and

spleen. A 24-hour creatinine clearance was 43.3 ml/

min; serum creatinine 1.2 mg/dl. Urine and pleural

fluid cultures were negative. The patient was dis-

charged on iron and vitamins with a diagnosis of

autosomal dominant polycystic kidney disease. She

had no further symptoms, and a followup chest roent-

genogram one month later showed complete resolution

of pleural effusion.

Discussion

Although autosomal dominant polycystic kidney

disease (ADPKD) is an inherited disease that is trans-

mitted as an autosomal dominant trait, the family

history in this case was not helpful. ADPKD involves

nephrons that initially possessed normal structure and

function. Cystic nephrons communicate with both the

glomeruli and renal pelvis. There is conflicting evi-

dence that suggests that the cystic degeneration may
not be on the basis of obstruction but rather due to the

loss of elasticity and compliance of the tubular wall

with subsequent cyst formation. 1,2

Patients frequently present with pain, generally in

the lumbar region. The pain may be due to increased

tension on the renal capsule due to hemorrhage into a

cyst or rupture of a cyst, infection, pressure on

adjacent organs or nephrolithiasis. This patient’s pain

was most likely due to hemorrhage into a large cyst on

right kidney. Hypertension occurs in 50% or more of

patients. Hematuria occurs in 50% of patients and is

usually due to a rupture of a cyst, infection, or renal

calculus.

Because of increased awareness of the disorder and

improvement in diagnostic techniques, the mean age

of patients at diagnosis has dropped to 44.5 years.
3-4
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Renal failure is inevitable, although progression to

end-stage disease is highly variable. Liver involve-

ment with cysts is seen in one-third of patients, and

cysts may also occur in the spleen, pancreas, bladder,

epididymis, testes, ovaries, uterus, thyroid and lungs.

Up to 45% of patients will have cerebral aneurysms

and 6% of patients with cerebral aneurysms and cere-

brovascular accidents may have autosomal dominant

polycystic kidney disease. Other associated cardiac

abnormalities have also been reported. 4

Pleural eft'usion has not been previously reported in

polycystic kidney disease. The effusion was small and

resolved without treatment. Analysis of the fluid re-

vealed it to be exudative, and the cell count was

unremarkable, although significant erythrocytres were

present.

Intraabdominal processes, including esophageal

perforation, pancreatitis, hepatic abscess, subphrenic

abscess, surgery, trauma, neoplasm, and the postpar-

tum state, can cause pleural effusion. Except in the

last condition, inflammation of the diaphragm is pre-

sent and exudative fluid is collected. 5 Although retro-

peritoneal, the right kidney is located very near the

diaphragm and rupture of a cyst with hemorrhage and

inflammation could easily cause irritation of the dia-

phragm.

Because there are cysts present in the liver in this

case, it is possible that the pleural eff usion is related to

a hepatic process, but the CT scan demonstrates

rupture of a cyst in the kidney only.

No cysts were demonstrated in the lung and no fluid

was present in the abdomen. The pleural effusion

resolved completely and the patient's abdominal

symptoms abated without treatment.

Pleural effusions are common secondary to intraab-

dominal processes but have not been previously re-

ported due to autosomal dominant polycystic kidney

disease. This patient had rupture of a cyst in the right

kidney which presumably caused inflammation of the

diaphragm with resulting exudative pleural effusion.
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Fig. 1. PA chest radiograph demonstrating right-sided pleural

effusion.

Fig. 2. CT Scan of abdomen showing multiple cysts in kidney

and liver. Note large blood-filled cyst on right kidney.
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Membership:
4

4

Why don’t you belong?”

Recruiting is a one-on-one selling job. It’s like

that first plunge into a cold pool: You have to

get up your nerve to jump in, but you will be glad you

did. Stopping the prospective member in the hall or

dialing the telephone is the hardest part. After that, if

you use the approach I have used, you simply ask,

Why don’t you belong? Almost always you get a

response that sets your strategy for the appeal.

Admittedly, this beginning has its risks: You can

get some vitriolic answers. But recruiting requires a

very thick skin, and the ability to bite your tongue

and keep cool under fire. Never, never get angry,

self-righteous, or indignant, even if the prospect

displays abysmal ignorance of what The Medical

Society of Virginia or the American Medical Associa-

tion has been doing. After all, as non-members, how
should they know? Acknowledge the expressed

points of view, especially if you don’t agree with

them. No matter how inaccurate or even abusive the

prospect gets, be gentle, patient, persuasive, con-

stantly looking for the cracks in the argument. Be as

relaxed and as agreeable as possible, then tactfully

inform the prospect of what the Society and the

AMA have really been doing on this or that issue.

One physician told me he was not a member
because no one had ever really asked him to join. A
piece of cake, that one. Another did not agree with

the AMA policy on abortion as he perceived it. When
shown what the policy actually said, he promptly

joined.

For those who say that the Society and the AMA
“do not represent me and the way I feel,’’ you have

to counter by either asking for specifics, as in the two

last examples, or by explaining the democratic proc-

ess that exists in organized medicine.

Perhaps the two most frequent complaints relate to

dues and unification. With unification, it’s a matter of

your own opinion as to how it was done and how
strongly you can promote the AMA as a separate,

necessary entity. The dues issue I approach with an

explanation of how my own activity costs me in

productivity lost plus dues, and how the dues level

reflects the cost of the programs the members want.

You have to have three or four such responses in

mind.

The more you are involved personally in organized

medicine, the more credible you will be, so don’t be

bashful about telling the prospect what you have

done. But also to be credible you have to be con-

vinced that you have something good to sell, some-

thing worth every penny of the dues dollars you are

asking for. So you really have to know what the

Society and the AMA are doing and why you belong.

I have tried letters, as has everyone else, with less

than 5% success. The only thing that really works is a

visit to the physician’s office or home or an appeal by

telephone with that opening question, Why don’t you

belong?

I
f at first the physician cannot be persuaded, try

to close the encounter on a positive note and keep

the door open for further contact. Leave saying that

you will research a point or that you sympathize with

the prospect’s views and want him/her to think it

over for a while. This gives you time to think up

counter arguments.

If the physician has agreed to join, the next step, as

any good insurance salesman knows, is to fill out the

membership application form for the prospect. MSV
headquarters has the data you will need—the pros-

pect’s medical school, medical education number,

birthdate, when licensed, etc. Volunteer to confirm

the prospect’s membership in the local medical socie-

ty. Circle the correct dues amount. All the prospect

has to do is sign the form and write the check. You
will mail the form.

If for whatever reason the prospect insists that you

leave the form, call the next day to tell the secretary

you will be by to pick it up at such-and-such a time.

Keep calling every two or three days until you get the

form and the check. Persistence is the key. It’s the

same as collecting from patients: The longer you let it

go, the less chance you have of collecting.

A followup letter or telephone call thanking the

new member for joining is good and gives you the

chance to explain who the councilors and delegates

are and the importance of communicating with them

so as to be an effective, contributing member. Let the

physician know you value the membership he/she

now shares with you.

H. C. Afexander III, MD

With 16 new members to his credit this year. Dr. Alexan-

der is far and away The Medical Society of Virginia’s top

recruiter. He is a Past MSV President and currently serves

as a Virginia delegate to the AMA. Address correspondence

to him at 2037 Crystal Spring SW, Roanoke VA 24014.
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More About Cigarette Smoking

That cigarette smoking constitutes a major and

preventable health risk is no longer debatable.

Elsewhere in this issue there is report of the results of

a survey of smoking in hospitals in Virginia. Of the 97

responding hospitals, only one, a specialty hospital,

had attained smoke-free status. It appears that the

administrators of most Virginia hospitals would like to

eliminate smoking, and most of them are moving

towards that end. However, the task is not an easy

one. As one administrator reports, “Very difficult to

enforce. Smokers become belligerent. Non-smokers

would like a police state".

Perhaps the first step might be a compromise of the

type already instituted in some hospitals: No smoking

except in one small designated area. While the hospi-

tals are moving toward the elimination of smoking,

another provision might help to make the slow pro-

gress more acceptable to non-smokers: the establish-

ment of areas designated for non-smokers.

E.L.K., Jr.

Eye Care for Virginians

For some years the optometrists in Virginia have

sought legislation permitting them to prescribe and

treat. Until the 1988 session of the Virginia General

Assembly their efforts were unsuccessful. However.

1988 was different. HB791 grants optometrists the

right to administer and prescribe therapeutic drugs but

does specify that the State Board of Medicine is to

establish the terms and conditions under w hich admin-

istration and prescribing can be effected: the Board

can also set educational standards for optometrists.

The task not an easy one.

The fun has begun. The optometrists have presented

their case before the State Board of Medicine. This is

not a turf fight; instead, the issue to be decided is

whether or not, given their different training, the

optometrists are qualified. The Board must give the

matter careful and unbiased study. The public must be

protected. E.L.K., Jr.

Public Policy and Dirty Needles

Again we had an hour before the medical staff

meeting, and my young physician-friend, Gilroy

LackLuster. and I were nursing an imported Hayem
Shemon beer at Queenie's Tavern. Gilroy was obvi-

ously preoccupied and was not his usual, amiable self.

Gilroy is not often given to deep thoughts; so I just

nursed my Hayem Shemon and waited. He's a com-
pulsive talker.

“I have a real problem. One that I have not had to

face before, and I just don't w hat to do." he said. Then

I knew he had a major dilemma because Gilroy is one

of the most self-assured people that I have ever

known. Being a surgeon, Gilroy's motto is to do

something, even if it's wrong but to do something.

And here he was with no plan of action.

“I have an old patient. John S— , who is fighting
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hard against advanced carcinoma of the prostate and

who gets along very well in spite of the pain. His wife

and two daughters are very supportive and obviously

love him deeply. But the son is the problem.”

Gilroy paused, sipped his beer and looked at his

watch. I was afraid that he would want to leave before

I heard all of the story, so I said, truthfully, “I didn’t

know John had a son.”

“I didn’t either until this morning when John came
to the office for his regular followup. At the end of the

examination, while we were alone, John looked wor-

ried and embarrassed and said that he wanted to ask

me for a favor. I assured him that I would do anything

possible for him.
“

‘Well, Doc,’ he said, ‘it’s like this. My son Benny,

you don’t know him, has always been a little different.

He left home many years ago, and we see him only

when we go to Richmond, which is a long, hard trip for

me since my cancer has been acting up. Anyway,
Benny was always different. He and another fellow

live together. I was reconciled to that. But his tele-

phone call last night was just more than I can bear.’
”

At this point in his telling of the tale Gilroy had a

tear on his cheek and several in his eyes. Since Gilroy

was usually one of those constantly, gratingly cheerful

people, I could not imagine what had upset him so.

‘‘John continued, ‘Benny called last night and he

was crying something pitiful. Like the time he broke

his arm swinging on the vine over the creek when he

was 9 years old. He wouldn’t talk to his mama, just to

me. He told me that his roommate had come down sick

with hepatitis of the liver and that the doctors up in

Richmond said that it was a bad case.

‘‘I asked him if it was the easy catching kind and he

said No, it wasn’t. But that it could come from needle

sticks and that sort of thing. And then he told me the

bad news. Seems that he and this guy are hooked on

some kind of drug that they inject into each other. I

pleaded with him to seek help so that they could stop.

‘‘Then Benny reminded me how many times I had

unsuccessfully tried to stop smoking. And told me that

he and his friend just couldn’t stop. Not just now. But

they were afraid to continue sharing needles for the

injections. Benny was terrified that he would get

hepatitis or AIDS or worse from sharing needles. This

hepatitis thing really had started him to thinking and to

worrying. He got a little hysterical, and I tried to calm

him down.
“

‘Daddy, you’ve just got to help me get some
needles,’ he said. ‘Ask the doctor who’s treating your

cancer. I’m so scared. I went to a drug store here in

Richmond to buy some injection needles. I told the

pharmacist that I was diabetic, but he questioned me
and didn’t believe me. I was afraid that he would call

the police; so I left. Help me, Daddy.’
”

Gilroy was losing his self-control. I was glad that

Queenie’s Tavern was dim. I did not need to prod

Gilroy for the rest of the story. He was glad to get

some of the burden off his chest.

‘‘Now what am I to do. I have this old man with

almost terminal cancer whose heart is breaking over

his son. The son is in immediate danger of prevent-

able, serious infectious illness. Although the son is not

amenable to stopping his drug habit at this time, he

works full time and supports both himself and his

friend. The son wants some simple protective devices,

sterile needles. The father wants his son to stay

healthy so that some day maybe he will seek aid and

get off the drugs. It is such a horrible problem.

‘‘The druggist is prohibited by law from selling

sterile hypodermic needles unless there is a legitimate

medical need such as diabetes. The father has no

medical need for injectable medications at home. If I

don’t help get the son some sterile needles, the father

will worry himself literally to death, and the son will

probably get hepatitis or AIDS. If I do get some
needles for John to send to his son, I become an

accomplice to an unlawful act. It’s a terrible thing to

decide on, and I am no Solomon. Get me another

Hayem Shemon. I don’t care if one is my usual limit.”

I have to hand it to Gilroy, when he gets a problem,

it is a major one. He has put his finger on a major flaw,

a gigantic inconsistency in public policy. Society

wants to prevent drug abuse and blood-borne diseases

such as AIDS and hepatitis. We counsel people to just

say No, which they should, and then we piously wait

for our moral precepts to take effect. The chain

smokers out there are telling the drug abusers to quit

and then expecting fear of AIDS to finish selling their

advice. Bronchitis, emphysema, lung cancer, etc., do

not stop the chain smokers.

Urging drug abusers to stop while simultaneously

imploring and educating them to use uncontaminated

materials to decrease their risk is both rational and for

the general good.

‘‘Gilroy,” I said, ‘‘One person’s morality can be

another person’s hell. I had a good friend die two years

ago from cancer. He was so miserable that finally he

asked me—no, he begged me in the name of mercy—to

kill him. I lost a lot of sleep before I made my decision

as to what was the right thing to do. But when I went

to make rounds the next morning, he was dead.”

Henry S. Campell, MD
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VIRGINIAMEDICAL OBITUARY
• Samuel Leonard Cooke, MD, Durham, North Caroli-

na; Medical College of Virginia, 1929; age 85; died

August 27, 1988. He had retired from his practice of

otolaryngology.

• Andrew Dishart Shapiro, ML), pediatrician in Roanoke

for more than 50 years; Medical College of Virginia.

1933; age 79; died September 24, 1988. Dr. Shapiro

founded the Roanoke Valley Poison Control Center.

• Thomas Floyd Kennan, MD, longtime general practi-

tioner in Raphine, Virginia; University of Pennsylva-

nia School of Medicine, 1928; age 86; died July 19.

1988.

Memoir of Edwin Hakala
1912-1988

By William M. Deyerie, MD.
and Virgil R. May , Jr., MD

Dr. Edwin W. Hakala, who died on January 28,

1988, was a native of Minnesota and completed his

undergraduate studies at the University of Minnesota

Medical School in 1937. He was a member of Alpha

Omega Alpha honor fraternity.

Following his internship, he entered the regular

Army Medical Corps. He received his orthopedic

training through the army residency program at the

University of Pennsylvania and the University of

Michigan. He also received training in pediatric ortho-

pedics under Dr. Alfred Shands at the DuPont Chil-

dren's Hospital in Wilmington, Delaware.

Dr. Hakala was especially noted for his teaching

abilities during his 20 years in the service. He achieved

the rank of full colonel, served as chief of orthopedics

at Walter Reed Medical Center, at Methodist Army
Hospital. Taylia, Japan, and at the Fort Benning.

Georgia, Army Hospital.

After retiring from the army. Dr. Hakala joined the

Richmond Orthopedic Clinic and was affiliated with it

for 30 years. He continued his practice until his death.

Dr. Hakala was especially interested in knee sur-

gery, foot surgery and amputations. He presented

lectures on these subjects to orthopedic societies in

this country and abroad. His practice was character-

ized by his attention to meticulous detail, as were all

his endeavors. He was constantly searching the litera-

ture, attending post-graduate courses and workshops.

This continuous quest for knowledge was reflected in

the individual attention that was received by each and

every patient.

Dr. Hakala served on the staffs of Richmond Memo-
rial Hospital, St. Mary's, Retreat, Medical College of

Virginia, Children's Hospital. Henrico Doctors' Hos-

pital, Stuart Circle Hospital and Metropolitan Hospi-

tal. He was a diplomate of the American Board of

Orthopaedic Surgeons and belonged to the Virginia

State Orthopaedic Society, American Academy of

Orthopaedic Surgeons, Richmond Orthopaedic Club,

the Richmond Academy of Medicine, and The Medical

Society of Virginia.

Over five years before his death he discontinued his

surgery practice. This allowed him time to pursue

some of his outside interests w ith the same fervor that

he gave to his practice. He was a man of all seasons

and enjoyed golfing, snow skiing, and gardening.

His kind but forceful manner was appreciated by his

patients as well as his medical and surgical associates.

His careful organizational ability was looked upon

with awe by his colleagues. He had a keen sense of

humor that allowed him to accept his successes and

trials and tribulations with equanimity.

Dr. Hakala continued his office practice until his

final hospitlization. when he succumbed to complica-

tions of surgery follow ing the diagnoses of adenocarci-

noma of the lung and prostate gland.

Survivors include his wife. Mrs. Margaret Camp
Hakala; two sons. Dr. Michael Wayne Hakala and

Anthony Edwin Hakala; a daughter. Miss Patti Lee

Hakala, and two grandchildren, all of Richmond.

Memoir of A. L. Hening, Jr.

1916-1988

By William R. Hill. MD, 7. W. Murrell, Jr., MD.
//. B. Frischkorn, MD. and T. B. Washington. MD

Dr. Alvah L. Herring, Jr., better known to us as

“Al", passed away on March 23, 1988. in Richmond
after being hospitalized for several weeks. He was the

only child of Dr. and Mrs. A. L. Herring, Sr. His

father specialized in general surgery and his son fol-

lowed in his footsteps.

Al was a native of Richmond and attended St.

Christopher's School and Woodbcrry Forest. He re-

ceived his bachelor of science degree and his medical

degree from the University of Virginia. Then he served
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a surgical internship for one year under Dr. Issac

Bigger at the Medical College of Virginia. A1 was

ineligible for military service in World War II because

of asthma and was unable to continue his surgical

training at this time but worked with his father at

Grace Hospital. He later completed his surgical train-

ing at McGuire Veterans Hospital and a fellowship in

surgery and pathology at the Lahey Clinic in Boston,

Massachusetts, then entered private practice with his

father. It has been said that no one worked any harder

than A1 did during World War II in or out of the

service. He remained in private practice for 36 years,

the last four years in practice in Amelia Courthouse,

retiring in 1983. His main medical achievement was his

skill in the operating room. He had a greater interest in

the medical welfare of the poor and the low income

patients than in the well-to-do.

He was a member of the Richmond Academy of

Medicine, The Medical Society of Virginia, the Ameri-

can College of Surgeons and the Junior Clinical Club

of Richmond and was a diplomate of the American

Board of Surgery. A1 was also a member of the

Commonwealth Club, the Country Club of Virginia,

and St. Stephen’s Church. He was a former chairman

of the board of the League for Planned Parenthood and

served on the board for Blue Cross and Blue Shield of

Virginia. In college he was a member of Phi Kappa
Sigma and the Calconon Club, a medical fraternity. He
succeeded his father as president of Grace Hospital

Corporation and was instrumental in selling Grace

Hospital to Charter Medical Corporation and served

on the board of directors of that organization.

A1 revealed other talents and interests besides his

medicine. He was an excellent story teller and loved to

hear “good ones’’. Not many knew him as a writer and

historian but he loved Civil War history. He delivered

a paper on “Richmond Hospitals 1861-1865’’ before

the Section on the History of Medicine of the Rich-

mond Academy of Medicine. He wrote an article

entitled “Dear Mama,’’ a fictitious letter from a Con-

federate soldier, and “Fallen Eagle,’’ about a very

close friend of his who joined the Canadian Air Force

in World War II and was later killed in combat over

England. He also wrote “The Curse of Cain,’’ which

had to do with the assassination of Abraham Lincoln

by John Wilkes Booth and some of the incidents that

followed afterwards. In 1952 A1 wrote an article enti-

tled “A Bird Hunter Meditates.’’ This was the year of

the death of his father, who was also a fisherman and

hunter. He had a good sense of humor from the time he

was very young and was an excellent student.

A1 loved Amelia County. Sometime after World War
II he and some friends acquired a family farm original-

ly known as “Barden Mill” near Haw Branch in

Amelia County. He spent many off hours renovating

the old buildings and stocking the pond with fish. He
loved the natives of Amelia County and spent many
enjoyable times with them. He enjoyed hunting, but he

enjoyed meeting and knowing the farmers that he met

more than the game he shot. He thought the people

that lived close to the soil were wiser than city people.

A1 is survived by his wife, Maijorie Whitlow Her-

ring; two daughters, Mrs. Janet Herring Thompson
and Mrs. Elizabeth Herring Baylor; two sons, Ran-

dolph Livingston Herring and David Rollins Herring;

and five grandchildren, all of Richmond. A1 will be

missed by his family and many friends and patients,

and long remembered.

News of the death of a Medical Society of

Virginia member may appear in these pages in

either or both of two ways: 1) a brief notice

written by staff giving factual information; 2)

a memoir contributed by a physician who

knew the deceased peer and writes a personal

account of his or her life. If the memoir is

contributed before the brief notice is inserted,

it is published at once ; if after, it is set in type

to be published as space permits.
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for nurse practitioners

In recent months the Committee of the Joint Virginia

Boards of Nursing and Medicine has conducted two

hearings on applications for licensure for certified

registered nurse anesthetist practitioners because the

individuals involved in the hearings had practiced for

varying periods of time without obtaining proper

credentials. All nurse practitioners, certified regis-

tered nurse anesthetists and certified nurse-midwives

must be licensed by the Boards of Nursing and

Medicine in addition to holding a current and valid

license as a registered nurse in Virginia, prior to

beginning practice. In the two cases cited above,

neither the nurses nor their employing physicians were

aware of the additional licensure requirement set forth

in the regulations governing the certification of nurse

practitioners in effect since 1975. Application forms,

copies of the regulations and other information may be

obtained from the Virginia State Board of Nursing.

The telephone number is (804) 662-9909.

Corinne F. Dorsey, RN
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cardiovascular diseases and coexisting medical

conditions. It is intended as a guide for practicing

physicians and other health professionals in their care

of hypertensive patients and as a reference for commu-

nity programs. A copy may be obtained free of charge

by contacting the National High Blood Pressure Edu-

cation Program, Information Center, 4733 Bethesda

Ave., Suite 530, Bethesda MD 20814, (301) 951-3260.

Joan Blair, RN
Office of Prevention, Education and Control

National Heart, Lung and Blood Institute

Bethesda MD 20892
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Recent Advances in Dermatopathology

James W. Patterson, MD, Richmond, Virginia

Recent advances in the basic sciences have triggered revolutionary changes in

both basic research and diagnostic medicine. Four novel diagnostic techniques
deriving from these advances are discussed by the author as they relate to

dermatopathology: immunohistochemistry, autologous indirect immunofluores-
cence, immunoelectron microscopy, and in situ DNA hybridization. Case
histories demonstrating the clinical value of the techniques are provided.

The increases in our understanding of immunolo-

gy and molecular biology have not only permit-

ted dramatic advances in the basic sciences, but also

have led to a minor revolution in diagnostic surgical

pathology. As an important subspecialty of both path-

ology and dermatology, dermatopathology has benefit-

ted in a major way from these advances. Although

traditional examination of hematoxylin and eosin

stained tissue sections is till the mainstay, increasingly

complex methods are being used even in routine

diagnosis. Techniques that are generally considered

sophisticated, such as histochemistry, immunofluores-

cence and electron microscopy, have now been sup-

plemented by immunohistochemistry, immunoelec-

tron microscopy and in situ DNA hybridization. As a

result, the potential for diagnostic accuracy is greater

than ever before.

In this review I discuss four of these newer methods

and provide specific clinical examples to demonstrate

their very real value in making dermatopathological

diagnoses. I will also describe several of our findings

at the Medical College of Virginia that may prove to

enhance the practicability of these methods.

From the Departments of Pathology and Dermatology,

Medical College of Virginia/Virginia Commonwealth Uni-

versity. Address correspondence to Dr. Patterson at Box
407, MCV Station, Richmond VA 23298.

Submitted 3-7-88.

Immunohistochemistry

It is now possible to label cells in tissue with

antibodies to specific cellular components, and to

make these components visible for light microscopy.

This method, which is also frequently called immuno-

peroxidase technology, has become standard proce-

dure in many laboratories.

The technique 1,2 involves the reaction of tissue

sections with a primary antibody raised in an animal

(e.g., the rabbit) and directed to a particular antigen,

which may be a component of a cell membrane or

cytoplasm or even an infectious agent. These antibod-

ies are either affinity-purified polyclonal antibodies or

monoclonal antibodies that have been developed

through hybridoma technology. This primary antibody

is linked to a secondary antibody raised in another

animal (e.g., goat anti-rabbit immunoglobulin). The

secondary antibody is then linked to peroxidase mole-

cules through reaction with another antibody or

through avidin-biotin binding, which is actually much
more efficient and is now the preferred method in

many laboratories .

3 When a chromogen such as dia-

minobenzidine (DAB) is added, the peroxidase mole-

cules convert it to a colored compound (brown, in the

case of DAB), that can be easily observed on light

microscopy.

Immunoperoxidase staining can often be performed

on formalin fixed, paraffin embedded tissues, making

it adaptable to routine surgical pathology procedures.
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However, some studies, particularly those involving

monoclonal antibodies for many of the lymphocyte

markers, must be performed on frozen sections.

Immunoperoxidase methods have been particularly

useful in identifying certain cutaneous tumors. S-100

protein is a reliable if not entirely specific marker for

benign and malignant melanocytic lesions (nevocellu-

lar nevi; malignant melanomas) and neural tumors

(neurofibromas). Antibodies to families of keratin pro-

teins, such as cytokeratin, identify squamous epitheli-

al cells in squamous cell carcinomas. “Histiocytes” or

macrophages can be tagged with antibodies to lyso-

zyme or alpha- 1 antichymotrypsin. An assortment of

intermediate filament markers allows recognition of

smooth muscle and neural tumors, among others.

Batteries of lymphocyte markers can be used on froz-

en sections to identify T or B cell populations and to

provide phenotypic evidence for clonality, which may
allow early recognition of lymphomas. Infections of

the skin can be confirmed with antibodies to human
papillomavirus (wart virus) and herpes viruses.

Example : A 73-year-old man developed a tumor on

the forehead. Biopsy and routine microscopic exami-

nation revealed a spindle cell tumor in the dermis

without apparent involvement of the overlying epider-

mis. Many of the spindled cells were atypical and

showed highly pleomorphic nuclei (Fig. 1A). The
differential diagnosis for a lesion of this kind includes

three major entites: atypical fibroxanthoma, a macro-

phage-derived tumor that usually has a benign clinical

course; the spindle cell variant of squamous cell

carcinoma; and spindle cell malignant melanoma.

Since a clear distinction among the three could not be

made with routine methods, immunoperoxidase stud-

ies were performed. Histiocytic markers such as al-

pha-1 antichymotrypsin are only variably positive in

atypical fibroxanthomas, and they were negative in

this case. Tumor cells were also negative for cytokera-

tin, with the positively staining epidermis serving as an

internal control (Fig. IB). However, spindle cells

stained positively for S-100 protein (Fig. 1C), confirm-

ing the diagnosis in this case of spindle cell malignant

melanoma.

Autologous Indirect Immunofluorescence

Since the early 1970s direct and indirect immunoflu-

orescence have become commonplace in dermato-

pathologic diagnosis. The technique is actually a sim-

ple version of immunohistochemistry in which anti-

human antibodies tagged with fluorescent dyes are

used to identify antibodies (or other proteins) in the

circulation or bound in tissue. The same basic technol-

ogy is used in serologic tests for antinuclear antibodies

(ANA) and fluorescent treponemal antibodies.

In the direct immunofluorescent technique, frozen

sections of skin are overlaid with fluorescein-tagged

antihuman antibodies (usually including antibodies to

IgM, IgG, IgA. complement components and fibrin)

>
A

Fig. 1A. Hematoxylin and eosin stained section showing

atypical spindle cells in the dermis.

Fig. IB. Immunoperoxidase staining with antibody to cytoker-

atin shows negative staining of tumor cells but strong positivity

in overlying epidermis.

Fig. 1C. Immunoperoxidase staining with antibody to S-100

protein, showing discrete staining of dermal spindle cells

(arrowheads).
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and examined with a fluorescence microscope. Host

immunoglobulin bound in tissues is readily identified

by this method, which is most useful in the following

clinical situations: the differential diagnosis of the

bullous diseases; diagnosis and prognostic determina-

tions in lupus erythematosus; and the identification of

immune complex-mediated vasculitis.

In the indirect technique, various dilutions of patient

serum are layered onto sections of a tissue substrate,

such as monkey esophagus, followed by application of

fluorescein-tagged antihuman immunoglobulin. This is

a means of detecting circulating antibodies in blistering

disorders such as pemphigus and bullous pemphigoid.

In recent years, a modification of this technique

called autologous indirect immunofluorescence (AIF)

has been developed. In this procedure, a patient’s

serum is applied to the same patient’s lesional skin,

followed by layering of fluorescein-tagged antihuman

antibodies. With this method, a previously unde-

scribed antibody to the epidermal granular cell layer

was discovered in the skin disease lichen planus,

which has proved to be of diagnostic value in difficult

clinical situations.
4

We wondered if AIF could also be used to detect an

antinuclear antibody in diagnostically difficult cases of

lupus erythematosus. The idea was that in lesional

skin of lupus patients there presumably is epidermal

nuclear damage, so that the patient’s own circulating

ANA would be likely to bind to these nuclei and

produce positive nuclear fluorescence. Unfortunately,

we have only infrequently observed antibody staining

under these conditions, but we did notice positive

staining when fluorescein-tagged antibody to the third

component of complement (C3) was used. This sug-

gested that amounts of antibody too small to be

observed by immunofluorescence were present in the

patient’s epidermal nuclei and avidly binding serum

complement, which could then be detected with our

anticomplement antibody. A similar phenomenon has

been observed in the basement membrane zone of

another immunologically mediated skin disorder, her-

pes gestationis.
5

It therefore might be possible that

detection of a complement-fixing ANA would increase

the sensitivity of the ANA determination, allow diag-

nosis of lupus erythematosus at an early stage, and

perhaps even uncover some so-called “ANA-nega-
tive” cases of the disease.

Example : A patient had a generalized blistering

eruption and a history of arthralgias. An initial routine

ANA determination was negative. Light microscopic

findings suggested several blistering disorders, includ-

ing dermatitis herpetiformis, bullous pemphigoid, the

acquired form of epidermolysis bullosa, and bullous

lupus erythematosus. Routine direct and indirect im-

munofluorescent studies did not fully solve the prob-

lem, since all four conditions were still diagnostic

possibilities. Over the course of 18 months, the pa-

tient’s condition evolved into a picture more closely

Fig. 2. Note discrete fluorescence of epidermal nuclei (arrows)

supporting diagnosis of lupus erythematosus.

resembling lupus erythematosus, and a positive ANA
was obtained. A retrospective study using the pa-

tient’s serum and tissue obtained at a time when he

was ANA-negative showed positive epidermal nuclear

fluorescence with anticomplement antibody (Fig. 2).

This result suggests that this patient had a comple-

ment-fixing ANA at an earlier stage of his disease that

could be detected with the AIF method.

Thus far, all cases of lupus erythematosus that we
have studied have shown epidermal nuclear fluores-

cence with anticomplement antibody. We are current-

ly performing additional studies to determine the true

sensitivity and specificity of this method in the diagno-

sis of lupus erythematosus.

Immunoelectron Microscopy

The advantage of immunoelectron microscopy over

routine immunofluorescence is that sites of antibody

deposition can be identified with precision.
6
In many

instances such a determination is of mainly research

interest, but there are several situations in dermato-

pathology in which exact localization of antibody is

essential. Among the bullous diseases, for example,

bullous pemphigoid and the bullous variant of lupus

erythematosus both show deposition of immunoglob-

ulin along the dermal-epidermal junction that may be

indistinguishable with routine direct immunofluores-

cence. However, it can be shown ultrastructurally that

antibody deposition in these two diseases occurs at

different levels of the basement membrane. In bullous

pemphigoid, antibody is deposited high in the base-

ment membrane, in a zone just inferior to the plasma

membrane of epidermal basal cells; in lupus erythe-

matosus, immunoglobulin is found in the upper portion

of the dermis, just beneath the electron-dense portion

of the basement membrane. In such a situation diag-

nostic accuracy is essential, since bullous pemphigoid
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and lupus erythematosus have quite different prognos-

tic implications. One solution to the problem is im-

munoelectron microscopy.

Several methods have been described for perform-

ing this technique.
6 Biopsy specimens from the patient

are fixed in paraformaldehyde rather than the usual

gluteraldehyde, in order to preserve antigenicity. Tis-

sue sections are then reacted with antibodies linked to

an electron-dense substance. The reagents used in

immunoperoxidase technology are adaptable to im-

munoelectron microscopy. Another method is the

application of protein A (a substance which binds to

IgG) that has been linked to colloidal gold. Tissues that

have been so stained are then post-fixed in the usual

manner, sectioned, embedded and examined with an

electron microscope. Electron-dense particles are then

observed at the sites of antibody deposition.

One problem we have encountered is that in order to

process tissue in this way, the procedure must be

anticipated far enough in advance to allow preparation

of the fixative and to assure its availability at the time

the biopsy is to be taken. Recent experience in our

laboratory indicates that tissue that has been frozen or

placed in immunofluorescent transport medium can be

saved for future immunoelectron microscopic study,

without significant sacrifice of tissue morphology and

with good preservation of antigenicity.

Example : A patient with a blistering disease under-

went a biopsy for direct immunofluorescence. The

tissue was placed in transport medium and then frozen

prior to staining. A fluorescent band of IgG was noted

at the dermal-epidermal junction, which favored bul-

lous pemphigoid but could also have represented lupus

erythematosus. Rebiopsy of the patient was impracti-

cal. Therefore, the tissue was thawed, placed in para-

formaldehyde fixative, exposed to protein A bound to

colloidal gold, and then processed for electron micros-

copy. Ultrastructural study revealed deposits of par-

ticulate material above the electron-dense portion of

the basement membrane (Fig. 3), thereby confirming

the diagnosis of bullous pemphigoid.

In Situ DNA Hybridization

During the past several years, discoveries in molec-

ular biology have found practical applications in diag-

nostic medicine. One method, termed DNA hybridiza-

tion. is typically performed on target DNA bound on

nitrocellulose membranes using radioactive DNA
probes. More recently, the procedure has been adapt-

ed for use in the surgical pathology laboratory. This

modification is called in situ DNA hybridization.

Basically, a DNA or RNA probe with sequences

that are complementary to the target nucleic acid are

applied to tissue sections that have been heated to a

sufficient temperature to melt DNA, thereby opening

the double stranded DNA molecule and exposing the

appropriate nucleic acid sequences. The probe seeks

out and hybridizes to the complementary nucleic acid

sequences. A biotinylated probe allows the use of a

nonradioactive detection system composed of an avi-

din-complexed chromogenic enzyme such as peroxi-

dase. These later steps are identical to those of routine

immunoperoxidase methods. Staining is highly specif-

ic, since these are in essence “monoclonal” probes.

As might be surmised, the hybridization procedure

is especially valuable for detecting nucleic acid se-

quences of viruses such as herpes simplex, human
papillomavirus and cytomegalovirus. Commercial kits

designed for this purpose are becoming readily avail-

Fig. 3. Colloidal gold staining appears in immunoelectron

microscopy as discrete black particles (asterisks) deposited

above electron-dense portion of basement membrane (arrow-

heads). D 0 dermis.

Fig. 4. Photomicrograph shows dermal vessel with discrete

intranucelar staining (arrows), indicating presence of cyto-

megalovirus DNA.
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POINT OF VIEW

The Case Against Lethal Injection

I
n the past decade, the Virginia legislature has

examined lethal injection more than once as an

alternative to the electric chair. Meanwhile, several

other states have adopted lethal injection as their

means of executing condemned criminals. With the

state prison, which houses the electric chair, now
scheduled to move, lethal injection is likely to come up

again in Virginia during the next session of the General

Assembly. Why this interest in replacing the electric

chair or other traditional means of execution with an

intravenous injection?

Proponents argue that intravenous injection is less

painful, less stressful, and therefore more humane
than electrocution. Similarly, electrocution may leave

burn marks on the lifeless body, something which

lethal injection would obviate. Efficacy has also been

argued; circulatory arrest sometimes requires more
than one shock, a most uncomfortable scene for

witnesses. Expense may also be an issue; Pentothal®,

needles, IV tubing and electrolyte solutions, all com-
mercially available from any medical supply house,

might be cheaper than a specially wired, custom-built

oak chair.

On close scrutiny, these arguments are less than

compelling. That injection is more humane than elec-

trocution may be true for witnesses but not for the

prisoner, whose cortical neurons are depolarized by

the first surge of electricity, producing instant uncon-

sciousness. Regarding an unscarred corpse, who bene-

fits? Certainly not the prisoner. As for efficacy, intra-

venous injection is not likely to be more swift and sure

than electricity, especially if venous access in a less

than cooperative prisoner proves difficult, as it inevita-

bly will on occasion. And any potential savings are

insignificant compared to the huge costs of due proc-

ess and detention typical of capital punishment.

Yet the very persistence of the issue is evidence for

a compelling argument that won’t go away. Quite

simply, the compelling argument is that capital punish-

ment is hard on those in the system who adminster it.

It is distressing for one person to participate in the

destruction of another. Even when one accepts soci-

ety’s right to employ capital punishment, even when
one is not personally the executioner, participation is

still distressing for most. Legislators, judges, lawyers,

prison workers and others in the system are seeking to

ease their own discomfort by proposing lethal injection

as a less aversive alternative to electrocution.

Lethal injection looks more like therapy than pun-

ishment. It involves a traditional and familiar thera-

peutic modality, intravenous general anesthesia, typi-

cally with Pentothal and a muscle relaxant. The only

difference is that the “patient,” once “put to sleep,”

is not recovered. By wrapping punishment in a thera-

peutic cloak, the whole process leading to that final

moment feels less aversive to those who are required

to participate and is therefore more bearable. Direct

physician involvement (which isn’t needed and proba-

bly won’t be requested) is not an issue here. The issue

is the use of a therapeutic model for capital punish-

ment.

This use of a well-known medical tool, general

anesthesia, for execution blurs the distinctions be-

tween healing and killing, between illness and guilt.

That is why it would be effective in easing the distress

of those involved. That is also precisely why physi-

cians should oppose it. Those distinctions between

illness and guilt, between therapy and punishment, are

important to a just society. Once before in the 20th

century, physicians (in Nazi Germany) allowed them-

selves to play a role in blurring these distinctions, with

disastrous consequences. 1

It is to maintain these important distinctions that

physicians, even physicians who support the death

penalty, are ethically constrained not to play an active

role in capital punishment. 2 Lethal injection, because
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it blurs these distinctions, is as much a perversion of

medicine as is using doctors to perform executions.

The integrity of society is much better protected with

traditional means of execution, such as the electric

chair, the gas chamber, or the firing squad. They leave

no doubt that the act was one of punishment, not of

healing, and that the subject was a convict, not a

patient.

Many physicians, like some of the undersigned,

oppose the death penalty itself; others, also represent-

ed below, support it. Regardless of one's position on

capital punishment, however, every physician can find

good reason to oppose the use of medical tools in its

execution. Every health care provider should insist

that the therapeutic model be used only for providing

care which is meant to enrich and extend life, not to

punish or eliminate it. We urge all Virginia physicians

to express this sentiment directly to their local repre-

sentatives whenever lethal injection is considered.

Jerome D. Gorman, MD
Dieter H. M. Groeschel, MD

Richard L. Keenan, MD

1. Lifton RJ. The Nazi Doctors. Medical Killing and the

Psychology of Genocide. New York, Basic Books, 1986

2. Report of the Judicial Council on Capital Punishment.

Chicago, American Medical Association. 1980,

pp 85-6.

Dr. Gorman is in general practice in Richmond. Dr.

Groeschel is with the Department of Pathology/Microbiolo-

gy, University of Virginia, Charlottesville. Dr. Keenan, to

whom correspondence should be addressed, is chairman of

the Department of Anesthesiology at the Medical College of

Virginia/VCU, Box 695. MCV Station. Richmond VA 23298.

Submitted 10-6-88.

able. DNA hybridization can yield definitive results

long before culture studies become available.

Example : A 39-year-old woman with cryptogenic

cirrhosis who had received two liver transplants devel-

oped necrotic skin lesions over the chest, upper arms

and thighs. Routine biopsy findings included enlarged

endothelial cells with intranuclear and intracytoplas-

mic inclusions typical of cytomegalovirus (CMV) in-

fection; however, a few multinucleated epidermal cells

(a finding of herpes simplex infection) were also identi-

fied. In situ hybridization using biotinylated DNA
probes on formalin fixed, paraffin embedded tissue

sections confirmed the diagnosis of CMV infection

(Fig. 4) and failed to show infection with herpes

simplex virus. Blood cultures subsequently became

positive for CMV. Early recognition permitted institu-

tion of protocol antiviral chemotherapy.

Conclusion

These examples illustrate the tremendous strides

that have been made in diagnostic dermatopathology.

Although we are still dependent in large part upon

traditional morphology in making diagnoses (and for

most purposes this is a perfectly good method), we are

making increasing use of tests that allow precise

pinpointing of pathogenesis and/or etiologic agent.

Dr. C. Stuart Buchanan contributed material for this

study. Dr. Michael J. Kornstein is director of the Special

Studies Laboratory of Surgical Pathology at the Medical

College of Virginia, where these studies were performed.

Mrs. Margeory V. Williams and Mrs. Judy B. Luck, CT

(ASCP), CMIC, provided invaluable technical assistance

with these projects. Dr. A. Scott Mills participated in the

CMV study and performed the photomicrography in that

case.
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ABSTRACTS
The following abstracts are of articles by Virginia

authors in other publications

.

Relapse of Herpes Simplex Encephalitis After Conven-

tional Acyclovir Therapy. Kevan E. VanLandingham,

MD, H. Blair Marsteller, MD, Gary W. Ross, MD,
and Frederick G. Hayden, MD, Charlottesville

.

Acyclovir sodium is the drug of choice for the

treatment of herpes simplex encephalitis. We treated

an immunocompetent patient with a ten-day course of

intravenous acyclovir sodium at the recommended
dosage of 10 mg/kg every eight hours for clinically

apparent herpes simplex encephalitis. After marked

improvement, his condition deteriorated four days

after completing acyclovir therapy. A subsequent

brain biopsy specimen disclosed acyclovir-sensitive

herpes simplex virus type 1. A longer duration of

acyclovir therapy (14 to 21 days) should be considered

for treating herpes simplex encephalitis. JAMA 1988;

259:1051-3

Improving Compliance with Antihypertensive Therapy.

Michael A. Moore, MD, Danville.

Optimal control of hypertension may be impeded by

poor patient-physician communication, excessive di-

etary sodium, cost of antihypertensive medications

and laboratory studies, and drugs that antagonize

antihypertensive agents. The physician is responsible

for removing as many of these obstacles as possible.

Prescribing an effective, inexpensive, once-daily medi-

cation with minimal side effects will improve patient

compliance considerably. Am Fam Physician 1988;

37:142-8

Traumatic Rupture of the Thoracic Aorta. Curtis G.

Tribble, MD, and Ivan K. Crosby, MD, Charlottes-

ville.

Between 1968 and 1981, 25 patients with acute

traumatic rupture of the aorta were treated at the

University of Virginia. Twenty-two of these patients

(88%) had serious concomitant injuries. The aortic tear

was just distal to the left subclavian artery in 19

patients (76%), and at other sites in six patients (24%).

Facerations were at multiple sites in three patients

(12%), in the ascending aorta in one (4%), in the distal

aortic arch in two (8%), and in the descending aorta

well beyond the subclavian artery in six (24%). Two of

the patients (8%) died of free rupture of the aorta

before reaching the operating room. The other 23

patients (92%) had operation and 17 (68%) survived.

At least ten of the 17 survivors (59%), with an average

follow-up of seven years, do not have a disability as a

result of the injury. In this group, 24 of the 25

traumatic aortic injuries (96%) occurred in the distal

aortic arch or the descending aorta and could be

repaired through a left posterolateral thoracotomy.

South Med J 1988; 81:963-8

Breast Hamartoma, a Mammographic Diagnosis. Patri-

cia L. Abbitt, MD, Ellen Shaw de Paredes, MD, and

Frank B. Sloop, Jr., MD, Charlottesville.

The mammographic appearance of breast hamar-

toma, a benign cause of a breast mass, is characteris-

tic. We present four cases from the University of

Virginia to review the mammographic, pathologic, and

clinical features of this unusual entity. South Med J

1988; 81:167-70

Nodular Sclerosing Hodgkin’s Disease with Giant Reed-

Sternberg Cells. Henry F. Frierson, Jr., MD, Donald J.

Innes, Jr., MD, and Charles E. Hess, MD, Charlottes-

ville.

We report a morphologically distinctive case of

nodular sclerosing HD that consisted primarily of giant

Reed-Sternberg (RS) cells that simulated cells from

other malignant giant cell neoplasms. Primary antibod-

ies to Leu-Ml, leukocyte common antigen, lysozyme,

a rantitrypsin, S-100 protein, kappa light chain, and

lambda light chain were used to delineate the immuno-

histochemical profile of the neoplasm. South Med J

1988; 81:381-4

Choledochocele, a Rare Form of Choledochal Cyst.

Eduard E. de Lane, MD, Vera S. Slutsky, MD,
Hubert A. Shaffer, Jr., MD, Philo C. Calhoun, MD,
and John B. Hanks, MD, Charlottesville.

Choledochocele, a rare anomaly of the terminal

biliary tree, is the least common form of biliary cyst.

Although the lesion has distinctive radiologic appear-

ances, it can be easily overlooked. We describe a case

of choledochocele that was initially missed during

exploratory laparotomy and cholangiography. South

Med J 1988; 81:265-6

Gastrostomy, a Simple and Effective Technique. Wil-

liam A. Shaver, MD, Roanoke; Stephen F. Winer,

MD, and Earl J. Snyder, MD, Lebanon, Pennsylvania.

To provide a comfortable and effective method for

gastrointestinal decompression or feeding, we devel-

oped an alternate technique for gastrostomy. Under

local or general anesthesia a No. 18 red rubber cathe-

ter with multiple openings cut into the distal 8 to 10 cm
is passed through a stab wound in the antrum of the

stomach and directed cephalad to a point 5 cm from

the wall of the fundus. The stomach wall is closed

around the tube by the Stamm technique, and the tube

is then passed through an adjacent stab wound in the

Continued on page 583
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abdominal wall. The gastric serosa is sutured to the

peritoneum, and the tube is immobilized by a nonab-

sorbable suture through the skin and tied around the

tube. In our series, 1,072 patients had gastrostomy

done by this technique either for postoperative decom-

pression (965) or feeding (107). Fifteen complications

occurred in procedures done for decompression and

three in those done for feeding. The complications did

not alter the surgical result or the hospital stay. South

Med J 1988; 81:719-23

These are two of the winning abstracts presented on

Kinloch Nelson Medical Student Honors Day at the

Medical College of Virginia/Virginia Commonwealth
University on May II. Faculty advisors are listed as

coauthors.

Enhanced Apolipoprotein E Production with Normal

Hepatic mRNA Levels in the Watanabe Heritable Hv-

perlipidemic Rabbit. C.J.N. Rail (M-88), J.M. Hoeg,

R.E. Gregg, S.W. Law, J.C. Monge, M.S. Meng, L.A.

Zech, and H.B. Brewer, Jr.

The Watanabe heritable hyperlipidemic rabbit

(WHHL) provides an experimental animal model for

the LDL receptor defect present in patients homozy-

gous for familial hypercholesterolemia (FH). Both

WHHL rabbits and FH patients have a 4-7 fold

increase in plasma levels of apolipoprotein E (apoE).

To determine the etiology for the elevated apoE con-

centrations, kinetic studies of radiolabeled apoE were

conducted in WHHL and control New Zealand white

(NZW) rabbits. The sites of apoE synthesis in the

WHHL rabbit were evaluated by quantitating apoE
mRNA levels in 12 tissues by dot blot analysis of total

RNA from each tissue utilizing an apoE cDNA probe.

Compared to the NZW rabbit, the WHHL rabbit had a

2 fold increase in the plasma apoE residence time, a 4

fold increase in apoE production rate, and normal

apoE mRNA levels in the liver and all other major

apoE synthetic tissues. However, a 5 fold increase in

WHHL aortic apoE mRNA levels was observed. The
elevated level of aortic apoE mRNA indicated a poten-

tial role for apoE in modulating atherogenesis in the

WHHL rabbit. These results established that the in-

creased plasma apoE in the WHHL rabbit was due to

increased synthesis and delayed catabolism. More-
over, the 4 fold increase in apoE synthesis with normal

tissue apoE mRNA levels may reflect a translational

or post-translational regulation of apoE synthesis.

Oxygen Radical Mediated Lipid Peroxidation and Inhi-

bition of Ca :-ATPase Activity in Cardiac Sarcoplasmic

Reticulum. Gayle M. Schrier (M-90). Rakesh C. Kuk-

reja, Eiichiro Okabe, and Michael L. Hess.

Oxygen free radicals have been implicated as impor-

tant mediators of myocardial ischemia/reperfusion in-

jury. A number of schemes have been proposed to

explain the generation of free radicals and the precise

mechanism by which they induce tissue injury. One
such mechanism proposes that the highly reactive

hydroxyl radical (OH°) is produced via a biological

Fenton reaction and initiates lipid peroxidation, a

process which damages cell membranes directly and

disrupts membrane bound proteins indirectly. We
studied the effect of OH° on cardiac sarcoplasmic

reticulum (SR) using, as a source of OH°, the autooxi-

dation of dihydorxyfumarate (DHF) in the presence of

catalytic Fe"
3

. Electron spin resonance measurements

were made to verify that OH 0 was being produced and

scavenged under the various reaction conditions used.

The production of malonyldialdehyde (MDA) was

measured as an indicator of SR damage and Ca 2
-

ATPase activity was measured as an indicator of

membrane-bound protein integrity. In the presence of

DHF (3.33 mM), Fe +3-ADP (0.1 mM), and SR (1 mg
protein/ml), MDA production increased significantly,

suggesting that lipid peroxidation occurred (p < 0.01).

MDA production was significantly (p < 0.01) inhibited

by direct and indirect OH° scavengers: mannitol (50

mM), dimethylthiurea (20 mM), superoxide dismutase

(50 ug/ml), and catalase (50 ug/ml). Measurements of

SR Ca" 2-ATPase activity were made under identical

reaction conditions and similar results were found.

DHF-Fe 3-ADP produced significant reduction in the

activity of the Ca 2-ATPase, suggesting a decrease in

the SR's ability to sequester Ca 2
. The depression of

Ca 2-ATPase activity was not seen when SOD and

catalase were added prior to DHF-Fe -ADP; howev-

er. the OH 0
scavengers mannitol and dimethylthiourea

failed to protect enzyme activity, suggesting an addi-

tional mechanism of tissue injury not seen with the

lipid peroxidation studies. Overall, these studies sug-

gest that cardiac SR is highly susceptible to oxygen

free radical attack, and two possible sites of attack

include the membrane itself and the Ca‘ 2-ATPase

protein embedded in the membrane.
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Metastasis from
Basal Cell

Carcinoma

William J. Dierberg, MD,
Glenn H. Shepard, MD, and
Fred C. Davis, Jr., MD,
Newport News, Virginia

The rare death from basal cell carcinoma, which is

generally regarded as a low grade malignancy,

most commonly results from local extension into the

orbit, nasal cavity or sinuses. In these concealed

areas, the tumor can grow to large and lethal masses.

Since the initial report of metastasizing basal cell

carcinoma in 1894 by Beadles,
1

there have been 205

documented reports in literature.
2
This paper reports a

case of pulmonary metastasis from an auricular basal

cell carcinoma with an unusual feature: the develop-

ment of facial palsy, which to our knowledge has

previously been reported in only one other patient

with metastatic basal cell carcinoma. 3

Case Report

In 1967 a basal cell carcinoma of the right ear was
diagnosed in a 55-year-old man and treated by radium

implantation and curettage. The tumor recurred within

a year but the patient did not seek treatment. In 1975, a

complete right facial paralysis was observed in the

patient and diagnosed as Bell’s palsy by both a neurol-

ogist and an otolaryngologist. In December of 1977 the

patient was seen in this clinic for treatment of basal

cell carcinoma of the right ear (Fig. 1). This lesion had
been slowly growing since its recurrence nine years

earlier. It measured 2 cm in diameter and had the

typical gross appearance of the “rodent ulcer” type of

basal cell carcinoma, with raised, pearly borders and
central ulceration. The right facial nerve palsy was
apparent at that time. Excision of one-half of the right

ear was performed to achieve adequate margins of

resection. Figure 2 shows the pathologic features of

the lesion resected at that time. A three-stage recon-

struction was performed over the next three months.

In November of 1978 a neck mass was noted just

beneath the interior pole of the patient’s right ear. A
biopsy showed metatypical basal cell carcinoma in soft

tissue (Fig. 3). The patient was hospitalized for treat-

ment of this lesion. A chest xray on admission showed
multiple small nodules in the lung field. Two days after

admission sudden profuse oral and cervical bleeding

Address correspondence to Dr. Shepard at 12420 Warwick
Boulevard, Newport News VA 23606.

Submitted 12-11-87.

occurred, the latter in the area of the neck mass. Prior

to the onset of bleeding, the skin was intact except for

the healing 1-cm biopsy incision. Emergency applica-

tion of a Crutchfield clamp to the right common
carotid artery was required. An ulceration developed
in the area of the origin of the external bleeding and
rapidly grew to 4 cm in diameter over a ten-day

interval. Skin biopsies revealed basal cell carcinoma.

Five thousand rads of external beam radiation were
given to the right neck area. Chemotherapy was con-

sidered but not given. The pulmonary nodules en-

larged rapidly, and a progressively downhill course

followed, resulting in death in October of 1979. Autop-
sy examination showed metastatic metatypical basal

cell carcinoma in multiple nodules of both lungs (Fig.

4). The metastases were in the peripheral lung fields

and not on the mucosal surface. Multiple sections of

the neck and mastoid regions also showed basal cell

carcinoma of a metatypical pattern.

Discussion

Lattes and Kessler in 1951 and Cotran in 1960

established the criteria for defining metastatic basal

cell carcinoma. 4,5
Essentially, these are 1) that pri-

mary tumor must be in the skin and not in mucosa or

glandular tissue; 2) metastasis must be demonstrated

at a site distant from the primary and cannot result

from direct extension; and 3) both the primary and
metastatic lesions must be one of several histological

variations of basal cell carcinoma, proven by micro-

scopic sections.

Basal cell carcinoma is the most common skin

malignancy but its incidence of metastasis is very low.

Estimated incidence of metastasis in large series

ranges from 0.0028%6
to 0.1%. 5 The average age of

onset for a patient with basal cell carcinoma that will

later metastasize is 45 years, which is earlier than

recorded for nonmetastasizing basal cell carcinoma

patients

.

2 The median interval from onset to first signs of

metastasis is nine years, with the largest interval

recorded at 45 years. This tumor is very malignant,

with only 50% of the patients alive eight months after

onset of symptoms of metastasis.
2 Of 170 cases of

metastasizing basal cell carcinomas studied, 70% origi-

nated on the head and neck, 16.5% on the trunk, and

6.4% on the extremities.
2 Only two of the 170 patients

in that series were black.
2

It is generally felt that

metastasizing basal cell carcinoma lesions originate

from large tumors present for many years.
7

The routes of metastasis are aspiration,
8,9 hematog-

enous and lymphatic. One author reported subcutane-

ous spread of tumor in one series.
10 The ratio of

hematogenous to lymphatic to mixed (lymphatic and

hematogenous) was 68:63:28.
2 The organs involved in

hematogenous metastasis were lung in 55 patients,

bone 44, skin 19, liver 15, pleura 11, kidney 9, spleen

9, pericardium 5, adrenal 3, heart and myocardium 3,

thyroid 2, pancreas 2, peritoneum 2, brain 1, pituitary
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Fig. 1. Basal cell carcinoma of right ear.

Fig. 2. Microscopic section of basal cell carcinoma excised

from right ear. H&E; magnification x!25.

Fig. 3. Microscopic section of metatypical basal cell carcino-

ma in cervical soft tissue. H&E; magnification x!25.

Fig. 4. Microscopic section of representative pulmonary meta-
typical basal cell carcinoma removed at autopsy. Tumor cells

located in alveoli with only few leukocytes. H&E; magnifica-

tion xl25.
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gland 1, dura 1, diaphram 1 and small intestine, l.
2

Scanlon has presented five cases which he attributes

to embolic spread through the interstitial compart-

ment.

The mean survival of eight months 2
indicates the

inadequacy of therapy for metastasis. Because of its

rare occurrence, experience with chemotherapy is

limited. Methotrexate, 5-fluorouracil, bleomycin,

DDP, cyclophosphamide and cis-platinum have all

been used without apparent effectiveness.
10-12 Numer-

ous histological subtypes of basal cell carcinomas

exist, including nodular or solid, morphea, and ade-

noid or adenoid-cystic.
13 Documented metastasis oc-

curred from all of these histolic types of basal cell

carcinomas. 2,5,7,14-18

It has been the goal of some investigators to identify

a class of basal cell with a greater propensity of

metastatic dissemination. Farmer and Helwig de-

scribed a metatypical basal cell carcinoma containing

some squamous elements,
19 which they identified in 15

of 17 cases they reported. The metatypical histology

included polygonal, larger, more pleomorphic cells

with squamous differentiation and some keratiniza-

tion. Further, this pattern demonstrated areas of indis-

tinct peripheral palisading. In several patients with

recurrence, the histology demonstrated a progressive

metatypical appearance. Based on these findings, they

concluded that the metatypical appearance is associat-

ed with the ability to metastasize.
19 Montgomery feels

5% of all basal cells have this histologic type.
20 Do-

marus found 14% of the metastasizing basal cells to be

of the metatypical histologic pattern.
2

It appears that

metastasis can occur from many histologic types of

basal cell carcinomas but may be more prevalent from

those containing squamous elements.

Because of the correlation between aggressiveness

and metastasis, an understanding of the physiology of

basal cell carcinoma invasion and metastasis would be

helpful. The results of such laboratory research have

given some clues as to what makes the basal cell

aggressive and why some are more aggressive than

others. Local invasiveness could be explained by

digestion of surrounding stromal tissues in concert

with cell locomotion. Basal cell carcinoma extracts

have been found to have twice the amount of collage-

nase as normal tissue.
21 Immunofluorescent stains

have shown the enzyme to be localized in the stromal

elements surrounding tumor islands. Perhaps this find-

ing explains the disruption and loss of normal bundles

or large collagen fibers where deeply invasive basal

cell carcinoma abuts deep dermal connective tissue, as

seen on electron microscopy. 22 Actin-like microfila-

ments 70 angstrom in diameter have been seen in cells

at the margin of basal cell carcinoma tumors. 22,23 This

finding is more pronounced in the infiltrative morphea
type of basal cell carcinoma. These microfilaments are

not limited to malignant epithelia. They are also found

in migrating basal keratinocytes during epidermal

wound healing.
24 Perhaps the basal cell realizes this

genetic potential of microfilament formation for motil-

ity. When combined with increased collagenase enzy-

matic degradation of surrounding stroma, the tumor
becomes invasive.

There seems to be a relationship between the site of

occurrence and the aggressiveness of a tumor. Tumors
located in embryonic tissue fusion planes tend to

invade deeply along the planes before crossing them.

Essentially, the planes exist between the three embry-

ological mesenchymal processes of the midface: later-

al nasal, medial nasal, and maxillary process. The
tumors can spread superficially in these areas until

they reach a fusion plane. At this point they will

spread deeply rather than cross the plane, resulting in

predictable patterns of local aggressiveness. Panje

maintains that the predictable patterns of spread are

disrupted by radiation therapy or surgical therapy,

which ablates the plane. Deep invasion among these

planes could, in part, explain the high recurrence rate

of basal cells in the midface area.
6 Other theories exist

to explain variable aggressiveness.

Some basal cell carcinoma extracts have the ability

to inhibit in vitro lymphocytic responses to mitogens.
25

The extracts from aggressive basal cell carcinomas

have this quality. However, those from tumors local-

ized for a long time do not have this ability. Further,

earlier tumors from sites known to behave aggressive-

ly (postauricular, nasolabial, scalp, etc.) inhibited the

lymphocytic response. Those tumors originating from

sites historically giving rise to less aggressive tumors

did not have this capacity. This difference was further

demonstrated histologically. It was found by Pollack

that the aggressive tumors show minimal lymphocytic

infiltrate in vivo when compared to the well localized,

nonaggressive tumors. 26

Despite the marked aggressiveness for many years

of some basal cell carcinomas, most do not metasta-

size. This is thought to be due to the basal cell

carcinoma’s strong stromal dependency. Pinkus inter-

preted this stromal dependency to include a persistent

degree of ectodermal-mesodermal interaction.
27,28 A

rational extension of this thought would be that basal

cell carcinomas do not metastasize to foreign beds

unless a tumor embolus takes a portion of its stroma

with it. This hypothesis is supported by human basal

cell carcinoma autotransplantations by Van Scott and

Reinertson, who demonstrated that these tumors do

not grow well unless transplanted with accompanying

stroma.
29

Blewitt has suggested that the large size ofthe

primary lesion may be necessary to reach large enough

vessels to allow emboli containing tumor and stroma.
30

Other authors feel the metatypical type of basal cell

carcinoma has developed a stromal independence;

hence its greater frequency of metastasis cited by

some authors.
19

It appears many factors are involved in determining

which basal cell carcinomas have the ability to metas-
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tasize. Aggressiveness derived from the site of origin,

varying degrees of collagenase production, microfila-

ment formation, and inhibition of lymphocytic re-

sponse may allow some tumors to erode into large

enough vessels to carry large emboli containing both

tumor and stroma. Other tumors may be able to shed

this stromal dependency and metastasize more readily.
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VIRGINIAMEDICAL

Humility

Living in a small community, I often detect the

attitude in urban professionals that my status and

knowledge are directly proportional to the size of my
community and hospital. They aren’t exactly arrogant,

but humility is not quite their style either.

When I was a resident in ophthalmology, we all

thought that we were pretty darn good to be at a

renowned institution. Why, the referring physicians

had to know how good we were, otherwise they would

not have referred patients to us. We were just short of

being cocky and well beyond self-confidence.

One fine summer evening another ophthalmology

resident, my wife and I were standing in our yard

chatting. Suddenly my wife grabbed her eye and said

that something just flew into it.

For five minutes the other resident and I examined

her eye to see if we could find the foreign body. We
didn’t—and therefore knew that it had washed out.

Once we convinced ourselves that the foreign body
was gone, our next task was convincing her. She

protested that it still felt like something was in her eye.

We assured and then reassured her that if we could not

find it, it was no longer there and that often the

discomfort persisted for a while after the trash was
gone.

She was hard to convince, but Dave and I talked fast

and her protests weakened. Finally she agreed that we
were probably right.

At that very moment a tiny black bug crawled out

over her eyelid and flew away. What a lesson in

humility!

Henry S. Campell, MD

The Profession of Medicine

S urprise, surprise: Applications for admission to

medical school are dropping. While this is not a

problem in all schools, it is not confined to just any

medical school; applications for admission to one of

the country’s most prestigious institutions, Harvard

Medical School, dropped from 4,200 in 1979 to 2,700

last year.

The quality of applicants may be declining, too. At

least the grade point averages of students entering

medical school dropped from 3.52 in 1978 to 3.44 in

1987.

It is not a secret that medicine is no longer the

prestigious profession of the past; it appears also that

it is not the most desirable. Why?

The major cause may be deterioration of the tradi-

tional doctor-patient relationship. Only a few years

ago, the patient was the physician’s friend. There was

mutual respect and trust. In most instances this re-

spect and trust have persisted. However, today the

physician and patient often appear to be almost adver-

sarial. The patient no longer trusts the doctor, and any

therapeutic result less than perfect is considered basis

for malpractice legal action. This approach is promot-

ed and encouraged by the ever present personal-injury

attorney, whose availability is trumpeted on TV, ra-

dio, and in newspapers. The physician, who is painful-

ly aware of this attitude among many patients and the

general public, does not feel comfortable with the
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patient and in order to afford himself protection from

possible litigation, may order unnecessary diagnostic

procedures.

Deterioration of the doctor-patient relationship and

the aggressive promotion of malpractice litigation by

eager attorneys have contributed largely to making the

practice of medicine less attractive in unexpected as

well as obvious ways. The United States presently is

blessed with the most advanced medicine in the

world—indeed, in the history of the world. However,

these new advances are costly and it must be said that

physicians and hospitals have not made a major effort

to be economical. The resultant high cost of medical

care has triggered some third-party payors' (govern-

ment and some big business) entrance into the health

care field in order to control the expense, as well as

other third-party payors and non-physician health pro-

viders whose goal is financial gain. The bottom line for

all is cost saving; quality is desirable but cost control is

primary.

Two other factors exert some negative influence:

the higher cost of medical education and a perceived

overabundance of physicians. The impact of these

factors may not be significant.

How then can medicine be reinstated as an attrac-

tive profession and at the same time be rendered both

efficient and cost effective? The simplistic answer:

Revamp and rework the tort system so that malprac-

tice litigation can be limited to avoidable personal

injury. Promote first, the quality of medicine; second,

the cost of medicine.

If the present trend continues, the profession of

medicine will become less and less attractive and the

people of the United States— and the World— will

suffer.

E. L. K., Jr.

Do-Gooding

I
n the course of a lovely spring day at my Blue Ridge

Mountain farm in Patrick County I went to see my
good friend. Walter, who always has an interesting

story and time to tell it. Walter has a bad heart with

chronic congestive heart failure, but he always knows
what is happening in his small rural community. Be-

cause he is a semi-invalid, I can both enjoy his compa-

ny and perform a good deed by visiting a “shut-in.”

When I arrived, he and his wife were concerned

because their water pump from the well was not

functioning. We decided that some high technology

plumbing work was necessary to restore the water

service.

Walter's ease of fluster has increased over the years

as his physical disabilities have increased. Little prob-

lems highly frustrate him. and his lack of running

water had assumed major proportions in his mind.

Breathing hard and sucking deeply on his almost

constant cigarette, he walked out to the pump house

with me and his wife. The heavy top had to be lifted oft'

so that we could climb down into the concrete-block

“house,” actually a glorified hole in the ground, to fix

the pump and plumbing. Characteristically Walter

grabbed the heavy top and despite our pleading tried to

lift it off before we could assist him.

Breathing all the more rapidly and getting ever more
flushed in the face, he clumsily jumped-fcll down into

the pump house. I could see that his frustration level

was rising rapidly as he grimly surveyed the pump and

the ancient water lines. We handed him his pipe

wrenches and water-pump pliers, and he proceeded

literally to attack his problem with all of the vigor he

could muster. He was huffing and puffing so much that

I was uncertain as to whether he would pass out from

overexertion or suck his cigarette stub down into his

lungs.

Walter is a proud and independent man who never

accepts offers of help. We have had many arguments

on this point. I decided that his pride be damned. He
needed help and I was determined to give it to him.

“I'm coming down there to help you. Walter.”

“No, don't come down. Doc. I'll have it fixed." he

paused to breathe, “in a few minutes.”

“No, you need help, and I'm climbing in.”

“Please don't. Doc, I can do it myself.”

The man’s pride will be his undoing. I thought. For

his ow n good I must help him. God loves good deeds.

I jumped down into the pump house, tripped over

the pipes, and fell onto the pump. The ailing pump
immediately began to pump water vigorously. But my
fall had broken the water pipe, and we quickly were

drenched by a giant jet of water. I was speechless

before the epic proportions of my misadventure.

Walter took a deep breath and an unsuccessful drag

on his soggy cigarette, then observed, “Doc, damn a

do-gooder!”

Henry S. Campell, MD
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Memoir of Ralph W. Hess
1930-1988

By Charles E. Hess, MD

My brother, Dr. Ralph William Hess, died suddenly,

unexpectedly, and so prematurely on June 9, 1988. He
was born on April 7, 1930, at Mouthcard, Kentucky,

the first-born of a marriage between the late Carles

Harmon Hess and Stella Mae Childress. This union

subsequently would produce seven additional chil-

dren.

From my earliest memories, Ralph was determined

to become a doctor. If he ever considered another

career, he never expressed such thoughts to anyone.

This commitment was reflected at a very early age by a

remarkable maturity and discipline, and a dedication

to excellence in the classroom. Ralph’s dreams and

plans went beyond receiving his MD degree; he want-

ed to be a general practitioner and return to his

hometown, Grundy (Buchanan County), Virginia.

These plans came to fruition on July 1, 1957.

For 31 years Ralph did indeed practice his chosen

profession in Buchanan County, initially as a member
of the clinical staff at the Grundy Hospital, later in a

private clinic he established, and more recently as a

member of the clinical staff at the Buchanan General

Hospital. His approach to the practice of medicine was

unique. He wanted to know not only his patients but

their families. He wanted to become a friend, and he

did. Whether on rounds in the hospital, in his office, or

on house calls (yes, he made house calls, even to the

end), he would take the time to talk to his patients and

their families, and not just about their health problems.

Ralph’s “bedside manner’’ was what all of us attempt

to achieve, but too few ever do. His kind and gentle

nature, and his ability to project confidence, concern

and compassion would immediately put everyone at

ease—a sense that “all is well, Doc Hess is here.’’

In addition to a very busy seven-day-a-week medi-

cal practice (Ralph rarely took a vacation), he also

served as medical examiner for Buchanan County and

in 1972 was chosen as jail physician by the Buchanan
County Board of Supervisors. He thoroughly enjoyed

both of these activities. Ralph also was very active in

the Buchanan-Dickenson County Medical Society; he

served as secretary-treasurer for many years, as presi-

dent, and as a delegate to The Medical Society of

Virginia.

Ralph’s interests and activities were not confined to

the practice of medicine. He was instrumental in

establishing the Grundy National Bank, served as

chairman of the Board of Directors for many years,

and remained on the board until his death. In 1978 he

was nominated by the Republican party in the third

district to run for the House of Delegates.

Ralph’s first marriage was to Helen Christine Hern-

don. They had seven children: the late Ralph W. Hess,

Jr; Curtis H. Hess; triplet daughters, Sandra Whitting-

ton, Candace Bennett, and Cynthia Jackson; Daniel R.

Hess and Samuel C. Hess. His second marriage was to

Rosella Shrader; he had one stepson, Charlie A.

Altizer.

For his thousands of patients, they have not only

lost their doctor, but a friend; for his wife, she has lost

her companion; for his children, they have lost their

father—enough said; for me and his six other brothers

and sisters, we have not only lost a brother, but our

pacesetter; for his mother, she has lost a son—enough

said.

Memoir of H. B. Frischkom
1909-1988

By Frank Pole, MD, and Frank Blanton, MD

Hunter Frischkorn was born in Richmond on April

28, 1909. He attended Washington and Lee University

and Randolph Macon College and received his MD
degree from the Medical College of Virginia in 1935.

Following internship at Johnston Willis Hospital and

MCV, he became associated with Dr. Fred Hodges in

the practice of radiology. He was certified by the

American Board of Roentgenology and was a member
of many local, state, and national medical and radio-

logical associations, as well as several scientific frater-

nities. During his career he was a member of the staff

of Stuart Circle, Retreat, Sheltering Arms, and the

former Grace and St. Elizabeth Hospitals, while main-

taining private practice at 1000 West Franklin Street in

Richmond.

He was a member of First Presbyterian Church and

the Country Club of Virginia.

Hunter Frischkorn was a man of exceptional intel-

lect and many interests. His great knowledge of elec-

tronics led to the development of an elaborate complex

of radio equipment at his home with which he commu-
nicated with fellow enthusiasts all over the world. His

dry humor was a source of entertainment for his

friends and frequently mystified those who did not

know him well.

Hunter Frischkorn died on May 26, 1988. He is

survived by his wife, Miriam Watt Kemp Frischkorn,

one son, two daughters, a sister and seven grandchil-

dren
-
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